1 
MICHIGAN 


The Journal of the 


FOUNDED BY DR. MAX THOREK 


October, 1953 


4 
a 
OOLLEGE INTERNATIONAL >#s CHIRESS 
/ 
2 
Vol. XX No. 4 


“All the way fo..... 


Buenos Aires” 


Special cruise feature and most southern point included in air programs. 


INTERNATIONAL COLLEGE OF SURGEONS 


NINTH INTERNATIONAL CONGRESS 
SAO PAULO, BRAZIL APRIL 26 to MAY 2, 1954 


Buenos Aires was founded as Santa Maria de Buenos Aires, or St. Mary of the Good 
Breezes, in honor of the patroness of sailors and with its excellent climate that knows 
no rainy season, where it never snows and seldom freezes, you will agree that weather 
is an integral part of the city. & is @ great cosmopolitan conter bet beyond Ns city limits 
are green plains stretching as far as one can see where grain and cattle reign supreme. 


SPECIAL CRUISE — S. S. ‘URUGUAY’ 
43 days from New York 
April 1st $1550.00 


GRAND days......April 2nd......$1585.00 


AIR TOURS CONVENTION ......27 days... April 13th... $1475.00 


FROM! JPOST-CONVENTION ...27 days... April 20th... $1475.00 


CONDENSED .................. 17 days......April 21st......$1 150.00 
Reservations and information from 


INTERNATIONAL 
— 


PALMER HOUSE 
Financial 6-3750 


119 SOUTH STATE ST. 
CHICAGO 3, ILLINOIS 


Official Travel Representative for the Ninth International Congress 


| 


ae 


Che Journal of the 
International College of — 


FounbDeED IN GENEVA, SWITZERLAND, 1935 - INcoRPORATED IN WASHINGTON, D. C., 1940 


Editor-in-Chief 
MAX THOREK, M.D., Sc.D., LL.D., F.B.C.S., F.LC.S., F.P.C.S. (Hon.), F.R.S.M. 


Associate Editor 
PHILIP THOREK, M.D., F.A.C.S., F.I.C.S. 


Assistant Editor 
Dorothy Langley 


Production Assistant 
Dora Stone 


Publication Committee 
Francisco Graiia, M.D., Chairman Max Thorek, M.D., Editor-in-Chief 
Rudolph Nissen, M.D. Arnold S. Jackson, M.D. 

Henry W. Meyerding, M.D. Edward L. Compere, M.D. 


Summary Editors 
Dr. Manuel A. Manzanilla, Jr., Chicago Dr. Fritz Rothbart, Chicago 
Spanish German 

Dr. F. Luz Filho, Salvador, Bahia, Brazil Dr. Jean Paul Le Gault, Montreal 
Portuguese French 


Dr. Antonello Franchini and 
Dr. Marino Mini, Bologna 
Italian 


CONTENTS—OCTOBER, 1953 


C. P. Bailey, M.D., F.A.C.S., F.1.C.S., H. E. Bolton, M.D., W. L. Jamison, M.D., 
and H. B. Larzelere, M.D., Philadelphia, Pennsylvania 


Recent Trends in the Management of Tuberculosis of the Cervix................000005 


Harry Sered, M.D., F.1.C.S., Frederick H. Falls, M.D., F.A.C.S., F.1.C.S. (Hon.), and 
Bruce P. Zummo, M.D., F.A.C.S., Chicago, Illinois 


Homoplastic and Anaphylactic Procedures as Influenced by Prolonged Anesthesia....... 
Georg Wolfsohn, M.D., F.1.C.S., Jerusalem, Israel 


it 
= 

ee 

| 

die 

a 

i 
409 
rs. 


Carcinoma of the Breast: A Ten-Year Survey at the Winnipeg General Hospital........ 430 
W A. MacLean, M.D., Winnipeg, Manitoba, Canada 


Delay in Definitive Treatment of Carcinoma of the 442 
Perry B. Hudson, M.D., Alex L. Finkle, M.D., and Arthur Purdy Stout, M.D., 
New York City, New York 

A New Operation for Diversion of the Urine, with Voluntary Control of Feces and Urine: 
Oswald S, Lowsley, M.D., F.A.C.S., F.I.C.S., Thomas H. Johnson, M.D., and 
Antonio E. Rueda, M.D., New York City, New York 

Femoral Osteotomy in the Treatment of Marie-Strumpell’s Disease .................... 465 
Henry Milch, M.D., F.A.C.S., F.1.C.S., New York City, New York 

A Systematic Plan for the Early Treatment of Civilian Burns......................0.. 474 
L. C. Bartlett, M.D., Winnipeg, Manitoba, Canada 

Henry I. Le Brun, M.B., Ch.B., F.R.C.S. (Eng. and Edin.), F.1.C.S., Ashford, 
Middlesex, England 

Arnold S. Jackson, M.D., F.A.C.S., F.1.C.S., Madison, Wisconsin 

Radium and Roentgen Limitation of Tumors of the Bladder.....................0000- 493 
Lloyd G. Lewis, M.D., Washington, D.C. 

David Goldberg, M.D., F.1.C.S., Springfield, Massachusetts 

George H. Ewell, M.D., F.A.C.S., F.1.C.S., and John J. Mueller, B.S., M.D., Madison, 
Wisconsin 

EDITORIAL 

Richard H. Shryock, Baltimore, Maryland 
526 


FOUNDED BY DR. MAX THOREK 


Che Journal of the 
Juternational College of Surgeons 


FOUNDED IN GENEVA, SWITZERLAND, 1985 - INCORPORATED IN WASHINGTON, D. C., 1940 


Vol. XX 


OCTOBER, 1953 


Onginal Articles 


Commissurotomy for Aortic Stenosis 


C. P. BAILEY, M.D., F.A.C.S., F.I.C.S., H. E. BOLTON, M.D., 
W. L. JAMISON, M.D., AND H. B. LARZELERE, M.D. 


PHILADELPHIA, PENNSYLVANIA 


INCE the first presentation of a feas- 
ible method of performing surgical 
commissurotomy for mitral stenosis in 

1948! the possibility of performing a com- 
parable separation of the fused commis- 
sures of other valves of the heart has been 
prominent in all of our considerations of 
possible correction of their stenotic states. 

Commissurotomy by both digital and 
instrumental means was accomplished in 
rheumatic tricuspid stenosis as long ago 
as 1950.2 The pulmonary valve is very 
rarely affected by the rheumatic process, 
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and apparently seldom undergoes commis- 
sural fusion from any cause. 

The aortic valve is commonly the site of 
rheumatic involvement, being second only 
to the mitral valve in frequency of such 
involvement. Progressive fusion of the 
valve commissures, beginning at the aortic 
wall, is characteristic of the subsequent 
stenotic lesion. It appears that this com- 
missural fusion, which ultimately reduces 
the effective aortic aperture to a tiny tri- 
angular central opening, is characteristic 
of rheumatic aortic stenosis, never appear- 
ing in association with syphilitic aortitis 
and only rarely in patients with bacterial 
arteriosclerotic aortic valvular lesions. 
Congenital lesions of the aortic valve take 
the form either of a bicuspid valve, or of 
a megaphone-like aperture. 

The principle of aortic instrumental 
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Fig. 1—Schematie drawing of an early technic 
for retrograde approach to the aortic valve 
through the right common carotid for dilatation. 
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commissurotomy was presented as early 
as 1950,° and an approach through the 
right common caretid artery (retrograde 
fashion) was described (Fig. 1). Un- 
fortunately, both that instrument and that 
approach have since proved faulty. Both 
have subsequently been greatly modified. 

On April 4, 1952, the modern aortic di- 
lator* first became available to us. By 
that time a reasonably satisfactory trans- 
ventricular approach had been developed 
(Fig. 2). The incorporation of the olive- 
tipped guide wire or finder has proved 
to be an invaluable addition to the instru- 
ment, obviating the otherwise considerable 
risk of producing a false passage through 
the back of the heart. 

A description of the instrument and of 
our early experience in its employment by 
the transventricular route has been pre- 
sented.* 

The ability of the triangular dilating 
mechanism (triangular on cross section) 
to adjust automatically to the outline of 
the roughly triangular residual aortic ori- 
fice insures a proper alinement of each 
wedge-like dilating bar against its ap- 
propriate fused commissure. This is ac- 
complished by incorporating a 360-degree 
swivel mechanism at the base of the tri- 
radiate dilating head. No sharp edge and 
no cutting mechanism is incorporated. We 
rely upon the natural tendency for one or 
more of the fused commissures to part 
upon application of splitting pressure by 
the mechanism (Fig. 3). 

Thus a purely instrumental commis- 
surotomy can be accomplished by trans- 
ventricular passage without direct palpa- 
tion of the valve or accurate visual or 
digital guidance of the commissurotomy 
instrument. The results of one year’s ex- 


*Manufactured by J. S. Donaldson, Chatham, N. J. Avail- 
able from G. P. Pilling & Sons, Inc., Philadelphia, Pa. 


Fig. 2 (opposite).—A, transventricular approach to the aortic valve. The purse string is in position. 
The stab incision has been made, and the olive tip of the guide wire of the aortic dilator is to be inserted 


through the stab incision. B, guide wire advanced through the left ventricular outflow tract and 
stenotic aortic valve and into the aorta, C, ventricular incision enlarged and dilator is advanced so 
that the dilating mechanism is within the aortic ring. The guide wire extends on around the aortic 
arch, D, triradiate bars of the aortic dilator expanded, separating the commissures of the aortic 


valve. 
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Fig. 3.—Schematic drawing of the usual configuration of the orifice of the aortic valve after fusion 

of the valvular commissures. The center drawing shows the aortic dilator within the orifice of the 

valve in cross-section. In the third drawing the swivel mechanism of the dilator allows the triradiate 
bars to conform to the rather triangular shape of the valve opening. 


Fig. 4.—Photograph of the dilating mechanism as the aortic dilator, showing the expanded triradiate 
ars. 


perience in the use of this instrument by 
this method are shown in Table 1. 

The operative mortality rate remains 
relatively high, although it must be real- 
ized that these patients have often been 
very ill or even nearly moribund. In 48 
per cent of the cases, coexisting lesions of 
the mitral valve have required simultane- 
ous surgical treatment. Furthermore, this 
represents a pioneering or developmental 
project, a fact suggesting that further ex- 
perience in selection, in management, and 
in improved operative technic may signifi- 
cantly reduce this mortality rate. 

However, it is disturbing to note that 
the operative mortality rate in patients 
with only an aortic lesion is appreciably 
higher (20 per cent) than in those with 
coexistent mitral and aortic lesions and on 
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whom both operations are performed si- 
multaneously (11.9 per cent). These para- 
doxic results suggest that there may be a 
significant difference in the type, or per- 
haps an increase in the severity, of the 
aortic lesion in the univalvular case, 
One would expect the megaphone type 
of congenital aortic stenosis, the bicuspid 
aortic valve, and the arteriosclerotic form 
of aortic stenosis to occur in the patient 
without rheumatic disease and hence in 
the patient without a mitral lesion. On 
the other hand, it is probable that the 
patient with both mitral and aortic disease 
will always be a sufferer from rheumatic 
disease, and hence will present commis- 
sural fusion of both valves. The similarity 
of the aortic lesion in the “combined case” 
to the isolated aortic lesion frequently seen 
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suggests that in most cases the latter are 
also usually of rheumatic origin. At any 
rate, commissural fusion is a feature of 
them, suggesting the effectiveness of a 
commissurotomy. 

Table 2, which shows the immediate 
causes of death in the various types of 
cases included in this series, clearly in- 
dicates that 9 of the 12 operative deaths 
were due either to early or late ventricular 
fibrillation or to hemorrhage from the 
site of ventricular punctures. Since these 
all seem to be related to the approach by 
the transventricular route, we have con- 
sidered other possible routes. 

There are other definite reasons for dis- 
satisfaction with the operative technic as 
previously presented (Figs. 5 and 7). Some 
of these are related to the clinical results 
obtained in surviving patients. While fol- 
low-up shows that the vast majority (93.7 
per cent) of surviving patients have been 
improved, 3 (6.3 per cent) have apparent- 
ly received no evident surgical benefit. It 


TABLE 1.—Results of Simultaneous Mitral and 
Aortic Valvular Operations 


$8 34 252 
Univalvular (Aortic) 
Lesions 
Pure AS .............. 18 3 20.0 0 3* 
17 4 23.5 0 
35 20.0 0 3* 
Multivalvular 
Lesions 
AS & MS................ 9 1 11.1 1 0 
AS, AI, MS............ 9 0 0 0 0 
AS, AI, MS, MI.... 15 3 20.0 1 1 
AS 3 1 33.3 0 0 
AS, MS, MI.......... 4 0 0 0 0 
AS, AI, MI............ 2 0 0 0 0 
42 5 11.9 2 
Grand Total..77 12 15.6 2 4 


AI—Not dynamic 
*2 were cases of congenital aortic stenosis 
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TABLE 2.—Causes of Death 


s 
§ 
£€ 
73 BEE 
£2 38 
= 
71742; 
ss 
Univalvular 
Multivalvular 
Ware AG 
Multivalvular 
AS 1 1* 
AS; Al, MS........... 
AS, AI, MS, MI.... 1 1 1 


AS, MS; ME ........... 


*Late death—4 mo. p.o. 
**Late death—4 weeks p.o, 
‘2 hr. p.o. 

"Y, hr. p.o. 
TS hr, 


is true that in each of these there was 
associated mitral disease and a simultane- 
ous corrective operation was performed 
upon the mitral valve, so that it is difficult 
to be sure that the aortic commissurotomy 
was at fault. Yet in 1 of the patients 
(L. R.) who died in the early postopera- 
tive period there was no opening of any 
commissure. This observation suggests 
that it may be easy to fail to engage the 
instrument properly in the aortic orifice 
in the transventricular route. 

In 8 cases (22.2 per cent) of the entire 
series, the preoperatively coexistent ele- 
ment of aortic regurgitation was either 
diminished or abolished by the aortic 
commissurotomy. In our opinion we be- 
lieve that this phenomenon is due to better 
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Fig. 5.—A, schematic sauna of the usual type of congenital aortic valvular stenosis; no commis- 
sures exist. B, congenital bicuspid aortic valve with superimposed rheumatic valvular disease along 
the edges of the cusps, resulting in stenosis. 


Fig. 6.—Interchangeable dilating head for the aortic dilator. This dilating mechanism has only two 
expandable bars which is more suitable for a congenital bicuspid stenotic valve. 


fitting or coaptation of the mobilized aor- 
tic valve leaflets after their commissural 
separation. On the other hand, significant 
aortic regurgitation was first noted in P. 
P., and W. E. and in R. N., immediately 
after operation for apparently pure aortic 
stenosis; and in R. F., a preexisting aortic 
regurgitation was increased by the aortic 
surgical procedure. 

These variations in clinical response to 
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the transventricular procedure, the pres- 
ent overall relatively high surgical mor- 
tality rate (15.6 per cent) and certain the- 
oretical objections to the present operation 
suggest the need for some modification 
in technic, especially for one that will per- 
mit digital exploration of the valve before 
and after, and preferably even during, the 
definitive surgical procedure. 

After all, there is no reason to suppose 
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that an instrument designed to produce 
trivalvular separation of the fused com- 
missures would be especially suitable in 
a case of congenital aortic stenosis in 
which there never have been any com- 
missures (Fig. 4). Nor would it be ideal 
in the case of aortic stenosis associated 
with a congenital bicuspid aortic valve 
(Fig. 5). If subsequent rheumatic com- 
missural fusion should become superim- 
posed upon such a congenitally bicuspid 
valve, our bi-radiate instrumental dilator 
head would seem to be indicated. (Fig. 6). 

Similarly, one should expect little or no 
result in the extremely calcified valve in 
which all semblance of normal valvular 
anatomy has been destroyed and replaced 
by a great mass of calcium (Fig. 7). And 
in the peculiar form of arteriosclerotic 
disease in which the valve leaflets become 
hardened, but not thickened or deformed 
by calcium deposition, one can scarcely 
expect commissural separation, because 
there has been no commissural fusion 
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Fig, 7.—A, drawing to demonstrate the extreme calcification that may occur, destroying any resem- 
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(Fig. 8). Mechanical dilatation of the ori- 
fice is only momentarily effective, since the 
springy nature of the cusps restores the 
preoperative condition as soon as the in- 
strument is removed. 

The chief objections to the transventric- 
ular approach with our present instrument 
may be summarized as follows: 

1. The necessary trauma to the incised 
left ventricular wall may cause serious 
weakening of cardiac function or may 
even produce ventricular fibrillation which 
in these cases is peculiarly difficult to over- 
come. This arrhythmia may occur im- 
mediately or not until some hours after 
the completion of the procedure, as in the 
cases of L. R. and E. S.—presumably as a 


result of the continued irritation of the- 


myocardial sutures. The usually effective 
measures of cardiac resuscitation are sel- 
dom adequate for restoration of cardiac 
function in these cases, because the pres- 
ence of the enormously thickened left ven- 
tricular wall in association with a very 


~- 


blance to the normal configuration of the aortic valve. B, arteriosclerotic disease of the valve without 
fusion of the commissures, but with severe rigidity of the cusps. Separation of the commissures 
would not alter the rigid cusps. 
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small luminal chamber renders manual 
cardiac “massage” (rhythmic compres- 
sion) very inefficient in establishing an 
effective cardiac output. 

2. The extremely soft left ventricular 
myocardium, so commonly seen in cases of 
aortic stenosis, may not hold sutures se- 
curely. Two deaths, those of G. W. and 
D. R., were apparently due to this condi- 
tion, the former dying on the operating 
table and the latter two and one-half hours 
later of ventricular hemorrhage. 

3. The relatively long distance between 
the ventricular puncture and the aortic 
valve may permit inaccuracy in applica- 
tion of the dilating head so that it may be 
actually opened in the aorta above the 
valve, or below it within the left ventricu- 
lar outflow tract. This was shown to have 
occurred in L. R. at autopsy. Possibly one 
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or both of the 2 patients postoperatively 
unimproved may not actually have had a 
surgical separation of the commissures of 
the aortic valve. 

4. The possibility exists of actually pass- 
ing the entire dilating head through the 
valve into the aorta and then finding it to 
be “caught” above the closed valve (Fig. 
9). Only at great risk to the integrity of 
the valve can it then be removed. The 
case of A. G. may actually have been an 
instance of such valvular damage, al- 
though she was subsequently appreciably 
improved clinically. 

5. The considerable length of the guide 
wire used in the transventricular ap- 
proach leads to certain technical difficul- 
ties related to the possibility of its en- 
trance into the innominate, the carotid, or 
the left subclavian artery. Retraction of 


Fig. 8.—A, dilating mechanism of instrument has been passed completely through the aortic ring. 

Retraction of the dilating instrument back through the valvular orifice may cause injury to cusps. 

B, the Ramirez maneuver, showing the finger advanced through the left atrium through the mitral 
valve and beneath the septal-mitral leafiet to approach aortic valve for digital dilatation. 
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aortic approach to the aortic valve. 


Fig. 9.—A, curved Potts clamp applied to the aorta for exclusion of a portion of the aorta for trans- 
A portion of the pericardium has been sutured to the edges of 
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the incision in the aorta with a peripherally placed purse-string which will be used as a pouch for 
insertion of the index finger. B, finger palpating the valve with hemostasis accomplished by the 
purse-string tightened about the index finger, and likewise a second purse-string in position for in- 


serting the aortic dilator. 


a portion of the wire by an assistant may 
be jerky and in one instance actually led 
to pulling it out of the valve orifice. 

6. It has been found impossible during 
the past year, in 3 instances, to cause the 
guide wire, and hence the dilator head, to 
enter and pass through the diminutive and 
probably irregular valve orifice from the 
ventricular approach. 

For these and other reasons, we have 
considered other possibly approaches to 
the aortic valve. As has been discussed 
previously,* the blind retrograde approach 
via the right common carotid and innomi- 
nate arteries proved dangerous, owing to 
difficulty in finding the diminutive aor- 
tic valve orifice. Hence, the risk of creat- 
ing a false passage must be considered in- 
herent in this method. ; 

Approach to the aortic valve via the 
left atrium and the mitral orifice has long 
seemed appealing. The Ramirez maneu- 
ver (Fig. 8B) has been described.* How- 
ever, although the stenotic aortic valve 
was actually digitally dilated in 2 persons 
by this method, in a third patient opera- 


aortic valve under guidance with the left index finger. 


C, aortic dilator advanced through the “pouch” and dilating the stenotic 


Bleeding controlled by the purse strings. 


tive death resulted from inadvertent tear- 
ing of the septal mitral leaflet. While it 
seems probable that an instrument ca- 
pable of dilating the aortic valve could be 
designed which would pass first through 
the left atrium and the mitral orifice, such 
a method must always remain largely 
blind and presumably always risky. 

After considerable mental and emotion- 
al consideration and prolonged experi- 
mental investigation, it was felt that an 
approach directly via an incision in the 
ascending portion of the aortic arch was 
both logical and reasonably safe. Accord- 
ingly, on March 3, 1953, a patient (R. C.) 
with both aortic stenosis and insufficiency 
was operated upon by a transaortic ap- 
proach via a sternum-splitting incision. A 
strip of pericardium 2 by 3 inches (5 by 
7.5 cm.) was sutured to the aortic arch 
about 114 inches (3.7 cm.) above the valve 
level, producing an “aortic appendage.” A 
pursestring suture of No. 2 braided silk 
was placed near its free extremity for 
hemostasis. A curved Potts’ toothed clamp 
was applied to this portion of the aortic 
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Fig, 10.—A, curved Potts clamp reapplied and incision in aorta sutured. A small portion of the 

pericardium is still attached to the incision line, B, narrow strip of pericardium used as a suture 

to approximate the edges of the mitral valvular leaflets for correction of concomitant mitral valvu- 

lar insufficiency. The strip of pericardium protrudes from the wall of the left ventricle and is su- 
tured in position when adjusted to the desired tension. 


arch. The excluded aortic wall was longi- 
tudinally incised (Fig. 9A). The operating 
surgeon’s left index finger was then in- 
serted through this pericardial “appen- 
dage,” through the incision in the aortic 
wall, and into its lumen. Hemostasis was 
maintained by tension on the pursestring 
about the “appendage.” 

The patient tolerated the maneuver well, 
and soon the surgeon was able cautiously 
to palpate the aortic valve, its leafiets, and 
its orifice (Fig. 9B). Some calcification 
existed, but there was considerable residu- 
al flexibility and evidence of symmetric 
commissural fusion of the cusps. The oli- 
vary tip of the instrument, advanced 
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about 3 inches (7.5 cm.) from the dilator 
head, was cautiously passed along the 
finger until it penetrated the valve orifice. 
The finger was then rapidly withdrawn 
from the appendage and the aortic dilator 
head was simultaneously inserted until it, 
too, passed into the valve orifice. The di- 
lator mechanism was widely expanded to 
accomplish the commissurotomy. It was 
then withdrawn. 

The clamp was reapplied to the aortic 
arch, and the aortic wall was sutured by 
a row of mattress, and another of running, 
sutures of No. 4-0 arterial silk (Fig. 10A). 

Since then we have modified this tech- 
nic to permit the finger and the instru- 
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ment to enter the aorta simultaneously. 
Thus the surgeon is able to feel the valve 
not only before and after instrumentation, 
but also actually during instrumentation 
(Fig. 10). 

This approach to the stenotic aortic 
valve has been carried out 11 times, up to 
the time of this report. There have been 
3 deaths in this series. All were related to 
excessive accumulation of sanguineous 
fluid in the mediastinum. It has seemed to 
the operating surgeon that the heart has 
tolerated the definitive maneuvers much 
better than the comparable ones per- 
formed from below. Excellent direct digi- 
tal evaluation of the valvular pathologic 
picture has been possible in each instance. 
It has seemed that a more reliable and 
more adequate commissurotomy has been 
accomplished by this approach. However, 
the sternum - splitting incision is both 
time-consuming and attended by increased 
operative and prolonged postoperative 
blood loss. 

At the suggestion of one of us (H. E. 
B.), a right anterior thoracic approach 
through the third intercostal space was 
tried and has proved both technically feas- 
ible and attended by relatively little trau- 
ma or blood loss. The aortic arch bulges 
toward the incision and is readily avail- 
able for clamping, incising and subsequent 
suturing. Two patients have accordingly 
been operated upon by this approach with 
complete surgical satisfaction. 

Through the efforts of Major J. S. 
Donaldson of Chatham, N. J., a plastic 
pouch with two finger-like projections has 
been devised to replace the pericardial 
pouch. The entire dilator head of the in- 
strument is hemostatically contained with- 
in the longer finger-like projection, while 
the surgeon’s ungloved left index finger 
is inserted through the other projection to 
palpate the valve before and after dilation 
and to guide the passage and action of the 
instrument. 

An alternative retrograde approach to 
the aortic valve thus having been develop- 
ed, the questions arise: “When, and in 
which cases, shall the retrograde approach 


BAILEY ET AL: COMMISSUROTOMY 


be employed? Shall the transventricular 
approach be completely abandoned.” 

Obviously, the ideal indication for the 
transaortic approach is isolated “pure” 
aortic stenosis. Nondynamic associated 
aortic insufficiency, while a disadvantage, 
is not contraindicative. Not only can the 
possible lack of commissural fusion be de- 
tected by palpation, interdicting any at- 
tempt at commissurotomy in such cases, 
but the appropriate surgical treatment 
can, in suitable cases, be immediately and 
safely applied. 

By the retrograde approach in these 
cases one obtains all the advantages of 
digital “visualization” of the great valve 
before, during and after the operation. 
And, in addition, the great risk of ven- 
tricular fibrillation and of ventricular 
hemorrhage are nearly completely abol- 
ished by avoiding incision into the irrita- 
ble and degenerated left ven:ricular wall. 
However, the aortic wall may also be soft 
and friable in older patients. This would 
seem to contraindicate the transaortic ap- 
proach. 

What about cases in which there is as- 
sociated mitral disease? Obviously one 
cannot approach both valves via the right 
third anterior interspace. And the mitral 
valve can only be approached with the 
greatest difficulty by way of a sternum- 
splitting incision. 

Hence one must either plan to “stage” 
the surgical treatment of patients with bi- 
valvular disease, preferably performing 
the aortic dilatation at the first stage, or 
else one must return to the original left 
posterolateral thoracic approach. This per- 
mits simultaneous surgical correction of 
the two valves. 

In going over the results given in Table 
1 for patients with both mitral and aortic 
stenosis simultaneously treated by opera- 
tion, it becomes apparent that they pre- 
sent the lowest operative mortality rate of 
all (5.6 per cent). The reasons for this 
low rate must be significant. Let us con- 
sider. 

In patients with essentially “pure” aor- 
tic stenosis of any significant degree of 
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advancement, the left ventricular wall is 
tremendously thickened and _ hypertro- 
phied. There is little or no dilatation, the 
ventricular chamber remaining small. The 
wall of the left ventricle is frequently very 
soft and “cheesy,” so that properly ap- 
plied sutures tend to cut through. This 
undoubtedly represents a form of myo- 
cardial degeneration, probably related to 
the prolonged isometric type of myocardi- 
al contraction caused by the aortic ob- 
struction. Furthermore, such a hypertro- 
phied ventricle frequently appears to be 
hyperirritable, manifesting runs of ven- 
tricular extrasystoles at the slightest stim- 
ulation. 

Since there is relative coronary insuffi- 

ciency in these cases because of the exist- 
ence of the great myocardial muscle mass 
in the presence of a low intra-aortic pres- 
sure, one may consider that such a de- 
generated aad relatively hypoxic myocard- 
ium is extremely predisposed to the de- 
velopment of ventricular fibrillation. It 
would seem that only an appropriate trig- 
ger mechanism such as would be afforded 
by incising or suturing the ventricular 
' wall would be needed to precipitate such 
a fatal arrhythmia. Reference to Table 2 
reveals that 5 of the deaths (71.4 per 
cent) in the cases of isolated aortic disease 
were so caused, 
- On the other hand, the heart with 
both aortic and mitral stenosis presents 
an entirely different appearance. The left 
ventricle is usually small, resembling that 
seen in the patient with pure mitral steno- 
sis. The myocardium of the left ventricle 
is characteristically firm and healthy to 
the touch. Sutures hold well, and ventric- 
ular extrasystoles are infrequent during 
their application. It would seem that the 
associated mitral stenosis, by preventing 
complete filling of the left ventricle, had 
partially protected it against the effects of 
the aortic obstruction. It should come as 
no surprise that these ventricles do not 
readily fibrillate, even during the passage 
of the dilating mechanism and the per- 
formance of the definitive commissuroto- 
my. 
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When serious mitral insufficiency co- 
exists with aortic stenosis, the left ven- 
tricle becomes greatly dilated, but there 
is relatively less hypertrophy than in cases 
of isolated aortic disease. The left ventri- 
cle, although able to fill and able to empty 
readily its sanguineous content (even 
though largely into the atrium via the in- 
competent mitral valve), does not undergo 
the same type of degeneration observed in 
cases of isolated aortic stenosis. Hence it 
is much less irritable than in the latter 
type of case. However, 2 of the 4 patients 
who underwent simultaneous combined 
aortic commissurotomy and mitral sutur- 
ing died (50 per cent). The mortality of 
mitral valve suturing alone in another 
series of over 70 cases has been approxi- 
mately 25 per cent. It would seem that 
the mortality rate in combined cases might 
well be significantly reduced by perform- 
ing the operations in stages. In our opinion 
the aortic valve should be operated upon 
first by the retrograde route. After several 
weeks, during which the right pulmonary 
expansion and function would be fully re- 
stored, the heart meanwhile profiting by 
the reduced work load and better coro- 
nary filling, the case should be reevalu- 
ated. Probably in a significant number 
of cases the mitral insufficiency would be 
found diminished, owing partly to reduc- 
tion in the left intraventricular pressure 
and perhaps partly to less overstretching 
of the mitral annulus. It may be that in 
many such cases an additional mitral op- 
eration will not then be required. When 
a serious degree of mitral regurgitation 
persists, the appropriate surgical proce- 
dure may subsequently be carried out with 
an improved overall cardiac status to aid 
the patient in withstanding the strain of 
operation the expected postoperative de- 
pression. 


SUMMARY AND CONCLUSIONS 


The mortality rate for 18 patients with 
' predominant mitral and aortic stenosis op- 
erated upon via the ventricular approach 
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was 5.6 per cent. It may, accordingly, be 
better to continue to use the ventricular 
approach in patients with both aortic and 
mitral stenosis, since the operative inci- 
sion (fifth left interspace) is suitable for 
surgical approach to both the mitral and 
the aortic valve. The authors are con- 
vinced, however, that the isolated aortic 
valve lesion is best approached in retro- 
grade fashion via the aortic arch and 
through a sternum-splitting incision. 

This program will enable the surgeon to 
recognize congenital aortic stenosis and to 
advise only cautious and limited valvular 
separation, since such patients have no 
true commissures and hence are subject to 
free regurgitation if the valve orifice is 
widely torn or lacerated. 

By the aortic approach one will recog- 
nize the bicuspid aortic valve and will be 
able to use the two-bladed dilator head. 

In the arteriosclerotic form of the dis- 
ease it will thus be possible to recognize 
the lack of commissural fusion and the fu- 
tility of an attempt at commissural sepa- 
ration. 

In the patient with combined mitral ste- 
nosis and aortic stenosis, the weight of 
probability will be toward rheumatic ori- 
gin of the bivalvular lesion. The desir- 
ability of a simultaneous bivalvular surgi- 
cal procedure will then probably indicate 
the more versatile left lateral thoracic ap- 
proach. The approach to the aortic valve 
will then be the transventricular one. 

In patients with both aortic stenosis 
and a mitral lesion that is preponderantly 
regurgitant, it will probably be best to at- 
tack only the aortic valve, using the aortic 
approach at the first operation. The mitral 
insufficiency may subsequently become 
less with the lowering of the intraventric- 
ular pressure so accomplished. If mitral 
regurgitation remains serious, a subse- 
quent suturing of the mitral valve as pre- 
viously described® may be undertaken 
(Fig. 15). The magnitude of this pro- 
cedure strongly suggests the desirability 
of not combining it with surgical treat- 
ment of the aortic valve, which in itself 
involves an operation of some magnitude. 
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RESUMO E CONCLUSOES 


Os autores, renomadas técnicos em cir- 
urgia cardio-vascular, apresentam em bem 
fundamentado trabalho as suas idéias 
atuais sdbre o tratamento cirtrgico das 
estenoses mitral e aortica, acentuando que, 
em 18 pacientes portadéres de tais lesdes, 
e nos quais foi utilisada a via.de acésse 
ventricular, foi registrada uma mortali- 
dade aproximada de 5,6%. 

Discutem a seguir as diferentes vias de 
acésso, selecionando—as conforme os casos, 
isto é, se a estenose é predominantemente 
mitral, ou se é isoladamente aortica, ou 
ainda se aféta, simultaneamente, as duas 
valvulas, aconselhando: 1) que se continue 
a usar a via ventricular no caso de paci- 
entes com estenose mitro-aortica; 2) 0 
emprego da via retrograda através 0 arco 
aortico. Acentuam que essa tatica permi- 
tira ao cirurgiao reconhecer serse trata de 
estenose congénita, aortica, e dessa ma- 
neira, orientar sua intrafengao no tocante 
a maneira de agir técnicamente. 

Contiunam o seu trabalho, muito ilus- 
trado, discutindo a etiologia das lesdes 
valvulares, a forma das mesmas, a pre- 
ponderancia, e, em relacéo a tais problé- 
mas, a maneira de intervir em cada caso. 


CONCLUSIONI RIASSUNTIVE 


La mortalita operatoria su 18 pazienti 
affetti da stenosi mitrale e aortica e opera- 
ti per via trans-ventricolare fu del 5,6%. 
E’ quindi meglio continuare ad usare la 
via transventricolare nei pazienti con ste- 
nosi mitralica e aortica, dacché l’incisione 
operatoria (5° spazio intercostale S) é 
adatta per dominare tanto la valvola aorti- 
ca che la mitralica. Gli AA. sono, tuttavia, 
convinti che in caso di lesione aortica iso- 
lata sia meglio seguire il vecchio sistema 
passando attraverso |’arco aortico e medi- 
ante sternotomia. 

Questo programma consentira al chirur- 
go di riconoscere le stenosi aortiche con- 
genite e di eseguire solo prudenti, e li- 
mi mitate sezioni della valvola dacché tali 
pazienti non hanno connessure vere a pro- 
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prie a quindi vanno incontro alla insuffi- 
cienza se l’orificio valvolare é troppo ampi- 
amente lacerato. 

Mediante la via aortica si potra ricon- 
oscere la valvola aortica bicuspide e sara 
consentito l’uso del dilatatore a due lame. 

Sara cosi possibile, nella forma arterio- 
sclerotica dell’affezione, riconoscere la 
mancata fusione delle connessure e l’inuti- 
lita di procedere ad una sezione commis- 
surale. 

Nei pazienti che presentano tanto steno- 
si aortica che mitralica, l’origine di tale 
lesione bivalvolare é, con tutta probabilita, 
da far risalire al reumatismo articolare 
acuto. La necessita, allora, di intervenire 
in entrambe le valvole contemporaneamen- 
te rendera preferibile l’accesso da sinistra. 
L’aggressione, allora, alla valvola aortica 
sara fatta per via transventricolare. 

In pazienti che presentino tanto stenosi 
aortica che una lesione mitralica con pre- 
valente insufficienza, sara con ogni proba- 
bilita meglio aggredire solo la valvola 
aortica, usando, alla prima operazione, la 
via aortica. L’insufficienza mitralica, dato 
l’abbassamento della pressione intraven- 
tricolare cosi ottenuto, potrebbe di con- 
seguenza diminuire. Qualora, invece, per- 
manga una grave insufficienza mitralica 
si pud procedere ad una successiva sutura 
della valvola mitralica, come gia descritto 
(Fig. 15). La gravita di questa tecnica fa 
si che non sia consigliabile usarla in as- 
sociazione alla cura chirurgica della val- 
vole aortiche, intervento gia di per se 
stesso abbastanza grave. 


RESUME 


Le taux de la mortalité opératoire fut 
de 5.6% pour 18 patients souffrant de sté- 
nose mitrale et aortique. La voie ventricu- 
laire servit d’approche; c’est elle que l’on 


recommande dans ces cas. Cependant, 
dans les cas de sténose aortique c’est en- 
core l’incision du sternum que |’on recom- 
mande comme voie d’approche. Ce procédé 
permet au chirurgien de trouver les ré- 
trécissements aortiques congénitaux et 
d’agir en conséquence. Cette voie permet 
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aussi de reconnaitre la forme artériosclé- 
reuse de la maladie et d’éviter une sépara- 
tion commissurale inutile. 

Ches les patients avec une double sté- 
nose mitrale et aortique, on peut incrimi- 
ner une origine rhumatismale. Dans ce 
cas, on se servira de la voie ventriculaire. 
Chez les mémes patients ayant une sténose 
mitrale avec reflux, on doit d’abord opérer 
la valvule aortique, laissant au temps de 
remédier 4 la sténose mitrale. Cette inter- 
vention n’en est pas moins de grande en- 
vergure. 


RESUMEN 


El grado de mortalidad en 18 pacientes 
operados por via ventricular, con esteno- 
sis mitral y aértica fué de 5.6 por ciento. 
Consecuentemente puede que sea mejor 
continuar el uso de la via ventricular en 
pacientes con estenosis mitral y aortica, 
ya que la incisiOn operatoria (quinto espa- 
cio intercostal izquierdo) es una via quir- 
urgica adecuada para ambas valvulas, mi- 
tral y aortica. Sin embargo, los autores 
tienen la conviccion de que la lesién adrti- 
ca aislada se aborda mejor por la manera 
retrograda a través del arco aodrtico y 
usando una incisién transesternal. 

Este programa capacitara al cirujano, 
para el reconocimiento de la _ estenosis 
aodrtica congénita, aconsejando unicamen- 
te separaci6n valvular cuidadosa y limi- 
tada, ya que estos pacientes no tienen 
comisuras verdaderas y por ende estan 
sujetos a la regurgitacién libre si el ori- 
ficio valvular es desgarrado 6 lacerado 
ampliamemte. 

Por la via aértica se reconoce la valvu- 
la aértica bictiispide y se puede usar la 
“hoja- espia con cabeza dilatadora.” 

En la variedad arterioesclerética de la 
enfermedad es posible reconocer la ausen- 
cia de fusi6n comisural y la inutilidad de 
intentar una separacién comisural. 

En el paciente con estenosis mitral y 
adrtica combinadas, la probabilidad sera 
hacia el origen reumatico de la lesién bi- 
valvular. El] deseo de un procedimiento 
quirirgico simultaneo indicara entonces 
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probablemente la mayor versatilidad de 
la via lateral tordcica izquierda. La via 
para la valvula adrtica sera entonces a 
través del ventriculo. 


En pacientes con estenosis mitral y 
aortica que es predominantemente regurg- 
itante, probablemente sera lo mejor atacar 
unicamente la valvula adértica, usando la 
via aortica para la primera operacion. 
Subsecuentemente la insuficiencia mitral 
sera menor con la disminucién de la pre- 
sién intraventricular lograda. Si perma- 
nece regurgitacion mitral grave, puede ser 
llevada a cabo una sutura de la valvula 
mitral como se ha descrito previamente® 
(Fig. 15). La magnitud de este procedi- 
miento sugiere fuertemente el deseo de 
no combinarlo con el tratamiento quirtr- 
gico de la valvula aoértica, que en si mismo 
implica una operacion de gran magnitud. 


ZUSAMMENFASSUNG UND SCHLUSSFOLGERUNGEN 


Unter 18 Kranken, die wegen vorwie- 
gender Mitral- und Aortenklappenstenose 
auf dem Wege iiber den Ventrikel ope- 
riert wurden, betrug die Sterblichkeits- 
quote 5,6 Prozent. Demzufolge mag bei 
Kranken mit einer Stenose der Aortan-und 
Mitralklappen dem ventrikulaéren Zu- 
gangsweg weiterhin der Vorzug gegeben 
werden, da der Einschnitt (im linken fiinf- 
ten Rippenzwischenraum) sich als Zu- 
gang zu beiden Klappen eignet. Die Ver- 
fasser sind aber iiberzeugt, dass fiir die 
isolierte Aortenklappenerkrankung der 
retrograde Zugangsweg iiber den Aorten- 
bogen mit Spaltung des Brustbeins der 
beste ist. 

Die Vorschlage der Verfasser sollen 
dem Chirurgen die Méglichkeit geben eine 
angeborene Aortenstenose zu erkennen 
und sich mit eines vorsichtigen und be- 
grenten Trennung der Klappen zu _be- 
griigen, da solche Kranke keine echten 
Kommissuren haben und infolgedessen ei- 
nen unbehinderten Riickfluss erlaiden, 
wenn die Klappenéffnung weit aufgeris- 
sen oder zerfetzt ist. 


Beim Zugang iiber die Aorta erkennt 
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man die zweizipflige Aortenklappe und ist 
in der Lage, den zweischneidigen Dilata- 
tionskofp anzuwenden. 

Bei der arteriosklerotischen Form der 
Erkrankung ist es méglich, das Fehlen der 
Verschmelzung der Kommissuren und so- 
mit die Aussichtslosigkeit des Versuches 
einer Kommissurentrennung zu erkennen. 


Bei Kranken mit kombinierter Mitrala- 
ortenstenose iiberwiegt die Wahrschein- 
lichkeit rheumatischen Ursprungs der bi- 
valvuliren Erkrankung. In diesem Falle 
ist ein gleichzeitiger chirurgischer Ein- 
griff an beiden Klappen erwiinscht und 
infolgedessen der Zugang von der linken 
seitlichen Brustwand als der geschicktere 
Verfahren angezeigt. Der Zugang zur 
Aortenklappe erfolgt dann durch den Ven- 
trikel. 


Bei Kranken mit Aortenklappenstenose 
und gleichzeitigem regurgitierendem Mit- 
ralklappenfehler ist es wahrscheinlich am 
besten, nur die Aortenklappe anzugehen 
und sich bei der ersten Operation des Zu- 
ganges iiber die Aorta zu bedienen. Mit 
dem auf diese Weise erzielten Sinken des 
intraventrikuliren Druckes kann in der 
Folge die Mitralinsuffizienz sich bessern. 
Bleibt ein erheblicher Riickstrom durch 
die Mitralklappe bestehen, so kann an- 
schliessend eine Naht der Mitralklappe in 
der vorher beschriebenen Weise*® ausge- 
fihrt wurden (Abb. 15). Die Schwere 
dieses Eingriffs lasst es als héchst wiin- 
schenswert erscheinen, ihn nicht mit der 
chirurgischen Behandlung der Aorten- 
klappe, der selbst eine recht grosse Opera- 
tion darstellt, zu kombinieren. 
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NINTH INTERNATIONAL CONGRESS, 1954 
Under the Sponsorship of the Brazilian Government 


Notice to All Members of the International College of Surgeons: 


The House of Delegates on May 9, 1952, in Madrid, Spain, decided that the 
City of Sao Paulo would be the meeting place of the next International Con- 
gress, approving the suggestion of His Excellency the Governor of the State, 
Prof. Dr. Lucas Nogueira Garcez. Brazilian members of the Board of Trustees 
were appointed to the Commission organizing the Congress, under the direc- 
tion of Prof. Dr. Carlos Gama, Vice-President of the International Congress 
and Secretary General for South America. 

The Ninth International Congress will be held from April 26 to May 2, 
1954. The official topics are (1) experience with socialized medicine in differ- 
ent countries, (2) new uses of radiology with contrast media in the various 
surgical specialties, and (3) experience with antibiotics in all branches of 
surgery. 

Since the Ninth International Congress will coincide with the Fourth 
Centennial of the city of SAo Paulo, it is hoped that the conference, in addition 
to being one of the most memorable ever held, will add much to the commen- 
orative activities of Sao Paulo. In order that the Commission may obtain in 
advance a satisfactory idea of the number who will attend, to arrange the best 
possible accommodations for them and to insure that the program shall be 
absolutely functional, all who are interested are requested to write to the 


address below. 
—Prof. Dr. Carlos Gama, Secretaria, Praca Ramos de Azevedo, 7.° 


Andar, Sala 710, Sao Paulo, Brazil. 
Organizing Commission 


Carlos Gama Emanuel Marques Porto Pedro Falcao 

José Avelino Chaves Lucas M. Machado Membros Brasileiros 
Oscar Cintra Gordinho José Médicis do “Board of Trustees” 
Eurico Branco Ribeiro Fernando Luz Filho J. M. Cabello Campos 
Rodolpho de Freitas Benjamin Rocha Sales Tesoureiro do 

A. C. Vincente Azevedo Elpidio V. Cannabrava Capitulo Brasileiro 
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Recent Trends in the 


Management of Tuberculosis of the Cervix 


HARRY SERED, M.D., F.I.C.S., FREDERICK H. FALLS, M.D., F.A.C.S., F.1.C.S. (Hon.), 
AND BRUCE P. ZUMMO, M.D., F.A.C.S. 
CHICAGO, ILLINOIS 


HE cervix is one of the more uncom- 
[mon sites of localization of tuberculo- 

sis in the female genital tract. Theo- 
retically the disease may be primary or 
secondary, although proof of primary 
types is still disputable. The infection may 
result from direct extension or may be 
metastatic from distant foci by way of the 
blood stream or the lymphatics. The pri- 
mary focus is usually in the pulmonary, 
gastrointestinal, or genital tract. The 
original lesion or lesions may or may not 
be of recent origin. Tuberculous salpingi- 
tis or salpingo-oophoritis, with or without 
involvement of endometrium, is usually as- 
sociated with tuberculosis of the cervix. 
Cases have been reported in which evi- 
dence of acid-fast bacilli infection was 
observed in the peritoneum, the adnexae 
or the endometrium. As with tuberculosis 
elsewhere in the body, careful examination 
uncovers many lesions of tuberculous cer- 
vicitis that would otherwise go undiag- 
nosed. 

During the past three years the gyne- 
cology department of the Cook County 
Hospital has been interested in the role 
of streptomycin and para-amino in the 
treatment of gynecologic tuberculosis.' Of 
55 patients in our present series, 9 have 
had tuberculous infections of the cervix. 
The lesions were limited to the cervix in 1 
case and accompanied similar lesions else- 
where in the genital tract in the other 8. 
This incidence (16 per cent) is certainly 
higher than the 2 to 3 per cent reported in 
the literature, but is in accordance with 
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the more recent observations and sug- 
gestions of Jameson.’ 

The symptoms associated with this type 
of infection depend on the degree of cervi- 
cal involvement, the type and extent of 
noncervical tuberculous disease and the 
amount of secondary infection. Bloody 
discharge is the most prevalent symptom. 
Pain and noteworthy elevations in temper- 
ature are rarely marked, unless the other 
pelvic and abdominal viscera are involved. 
The most common initial diagnoses are 
chronic cervicitis, cervical erosion and car- 
cinoma of the cervix. A differential work- 
up should include: (1) cervical and endo- 
metrial biopsies with microscopic and bac- 
teriologic (culture and guinea pig) studies 
whenever possible; (2) Papanicolaou 
smears; (3) stool cultures if diarrhea is 
present; (4) urine cultures if frequency 
nocturia or hematuria is present, and (5) 
pulmonary and gastrointestinal roentgen- 
ograms. 

In 5 instances the patient’s husband was 
available for genital examination and 
study. No evidence of tuberculosis was 
observed in any of the husbands. 


REPORT OF CASES 


CASE 1.—E. B., a Negress aged 29, para 2, 
with a history of 1 abortion, complained of 
prolonged menses, intermenstrual bleeding, 
chills before menses, intermittent pain the left 
lower abdominal quadrant, loss of weight and 
increased vaginal discharge. The temperature 
on admission was 100 F. Physical examina- 
tion revealed fullness and slight doughiness in 
the lower part of the abdomen; the cervix was 
projected to within 1 inch (2.5 cm.) of the 
introitus, hypertrophic and irregularly lacer- 
ated, the portio studded with reddish granular 
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Fig. 1.—Portion of Cervix. Note columnar epithelium lining cervix. The cervical glands are lined 
with mucus-producing columnar epithelium. 


tissue; the corpus was retrodisplaced, enlarged 
to the size of an orange, and surrounded by 
adnexae that were thickened, infiltrated, and 
not well outlined. Cervical and endometrial 
biopsies gave positive results for tuberculosis. 
After six weeks of streptomycin therapy a 
total hysterectomy and a bilateral salpingo- 
oophorectomy were performed. Streptomycin 
was given postoperatively for three weeks. 
The pathologic diagnosis was tuberculous sal- 
pingo-oophoritis, endometritis, lymphadenitis 
(pelvic gland) and cervicitis. Two and one- 
half years later this patient was alive and 
doing well. 

CASE 2.—E. A., a 21-year-old Negress, gra- 
vida 1, para 2, complained of cessation of 
menses for two months, gradual loss of weight, 
discomfort in the lower part of the abdomen, 
inability to eat much, despite a good appetite, 
because of pain associated with ingestion of 
food, and increased vaginal discharge. Physi- 
cal examination revealed the patient to be thin 


and acutely ill. The temperature was 101 F. 
The abdomen was rounded and doughy, with 
slight tenderness in the left lower quadrant. 
There was a purulent cheesy discharge. Full- 
ness and tenderness of the cul de sac and for- 
nices were noted, with no fluctuations; the 
corpus was elevated by adnexal masses ex- 
tending into the cul de sac. The cervix was 
described as showing mild to moderate raw- 
ness. An endometrial biopsy gave positive re- 
sults for tuberculosis, but the cervical biopsy 
revealed only “chronic cervicitis’”. After eight 
weeks of streptomycin therapy, the patient had 
improved sufficiently to permit surgical inter- 
vention, i.e., total hysterectomy, bilateral sal- 
pingo-oophorectomy and resection of one of 
many large mesenteric lymph glands. The mi- 
croscopic report read “Tuberculosis of endo- 
metrium and myometrium; tuberculous sal- 
pingo-oophoritis; tuberculous cervicitis, and 
caseating necrosis of a lymph gland.” Strep- 
tomycin was given postoperatively for three 
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weeks. This patient died one year later of 
tuberculous meningitis which failed to respond 
to streptomycin. 

CASE 3.—F. H., 26-year-old Negress, a nulli- 
gravida, was admitted to a surgical ward be- 
cause of a mammary abscess. Incision and 
drainage were done; the pathologist reported 
tuberculous granulation tissue. Further ques- 
tioning revealed the presence of increased 
vaginal discharge for one year and amenor- 
rhea for two months. The corpus was of nor- 
mal size, shape and position. The right adnexae 
were thickened, infiltrated and fixed, while the 
left adnexae formed a mass the size of a lemon. 
Speculum examination showed several small 
areas of “erosion”. Endometrial biopsy gave 
positive results for tuberculosis, while the 
cervical biopsy specimen was reported as 
showing “chronic cervicitis.” After eight 
weeks of streptomycin therapy the patient’s 
breast was healed; total hysterectomy and bi- 
lateral salpingo-oophorectomy were done. The 
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microscopic report read, “Tuberculous endo- 
salpingitis associated with tuberculous erido- 
metritis and tuberculous cervicitis.” The pa- 
tient was given streptomycin for three weeks 
after the operation. Two years later she was 
in good condition, and no complications have 
been noted up to the time of writing. 

CASE 4.—E. S., 25-year-old Negress, entered 
the Cook County Hospital complaining of ir- 
regularity of the menses, spotting between 
periods, increased vaginal discharge, discom- 
fort in the lower part of the abdomen, dys- 
pareunia, chills and fever, but no loss of 
weight and no night sweats. Physical exam- 
inations revealed: slight distention of the 
lower part of the abdomen with some tender- 
ness in the left lower quadrant; the cervix 
projected forward, enlarged and firm, with 
some pain on motion; the corpus was of nor- 
mal size, retrodisplaced with motility, deviated 
to the left; the adnexae were bilaterally thick- 
ened, moderately tender and fixed, more so on 


a. 
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Fig. 2 (H. P.).—Area of coagulation necrosis in center giant cells. Epithelioid cells around area of 
necrosis. Lymphocytic infiltration at periphery. 
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the left; speculum examination showed a raw, 
angry red granulating lesion of the cervix. 
Cervical and endometrial biopsies gave posi- 
tive results for tuberculosis. After eight weeks 
of streptomycin therapy the cervix was de- 
scribed es “about normal in size, still beefy 
red, but with little evidence of previous granu- 
lar appearance, does not bleed easily.” A total 
hysterectomy and a bilateral salpingo-copho- 
rectomy were then performed. The microscopic 
report read as follows: “Section of cervix re- 
v2als hyperplastic tuberculosis of cervix. Sec- 
tions of tubes, ovaries, and uterus shew no 
cbnormal changes.” Streptomycin was given 
postoperatively for three weeks. One and one- 
half years later the patient was in good con- 
dition. 

CASE 5.—M. M., a 40-year-old Negregss, grav- 
ida 2, para 0, was admitted to the gynecologic 
surgery department because of pain in the 
lower part of the abdomen, nausea and vomit- 
ing, vaginal discharge which at first was muco- 
purulent and later bloody, and absence of 
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menstruation during the past two months. The 
vaginal vault was deep and distensible; the 
cervix was posterior, enlarged, firm and freely 
movable, and bled easily. The corpus was of 
normal size, shape and position; the adnexae 
were thickened, infiltrated and tender. Spec- 
ulum examination showed an enlarged ragged- 
looking cervix, granular and bleeding on the 
slightest trauma. The diagnosis on admission 
was carcinoma of the cervix. Cervical biopsy 
gave positive results for tuberculosis. There 
was not sufficient endometrial tissue for study. 
Papanicolaou smears repzatedly gave negative 
results. After 40 days of streptomycin therapy 
there developed complaints referable to the 
eighth nerve and generalized itching. The 
drug was stopped for one week, then restarted 
at half the original dose of 1 Gm. per day, 
with no further complaints. 

At this time speculum examination showed 
“angry, red, hypertrophic though smaller cer- 
vix, with mouse-bitten appearance.” The pel- 
vic abnormelities were minimal — thickening 


Fig. 3.—Small giant cells, epithelioid cells. 
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Fig, 4.—Stratified squamous epithelium of cervix; lymph follicle in center surrounded by light-stain- 
ing epithelioid cells and lymphocytes. (Lymph follicle reaction adjacent to tuberculous infection.) 


and infiltration of the adnexae. Repeat cer- 
vical biopsies gave positive results for tuber- 
culosis. After one hundred and twenty days 
of streptomycin therapy the cervix was noted 
to be free of its previous granular appearance; 
it did not bleed easily; the portio was smooth 
and clean, the discharge was mucoid and slight, 
and the adnexae remained unchanged. One 
month after the patient’s discharge from the 
hospital she felt well and had no complaints. 
Thus far the menses had not returned. Be- 
cause of her remarkable improvement and 
minimal gynecologic abnormalities, surgical 
intervention was not advised. The patient is 
being closely followed in our clinic, with peri- 
odic pelvic examinations, cervical smears for 
culture purposes, and endometrial biopsies for 
bacteriologic and microscopic studies. 

CASE 6.—L. H., 32-year-old Negress aged 
32, gravida 2, para 0, entered the Cook County 
Hospital complaining of pain in the lower part 
of the abdomen for one year, progressive ab- 


dominal distention, weakness, dizziness and 
occasional diarrhea. The positive temperature 
was 102 F. The abdomen was distended and 
somewhat tympanitic, with a suggestion of a 
fluid wave. The corpus and adnexae were 
bound together and not well outlined. Specu- 
lum examination showed a hypertrophic cervix 
on which was superimposed a cauliflower-like 
growth. The cervix projected forward and kLled 
easily on being wiped with cotton. Cervical 
biopsy gave positive results for tuberculosis. 
Papanicolaou smears were negative. After 
forty days of streptomycin therapy the patient 
gained 6 pounds (2.7 Kg.). She had long since 
been afebrile. The uterus and adnexae were 
more easily outlined and identifiable. Specu- 
lum examination showed a cervix “still eroded 
and hypertrophic; the anterior lip is inverted 
and contains papillary-like excresences.” After 
sixty days of streptomycin therapy she had 
gained a total of 10 pounds (4.5 Kg.) and con- 
tinued to be afebrile. There was notable ab- 
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sence of abdominal distention, though the 
doughiness persisted; there was no abdominal 
pain, though some tenderness could be elicited 
on bimanual examination of the persistently 
thickened and infiltrated adnexae. The cervix 
remained “reddened, raw, hypertrophic and 
easily bleeding.” The vaginal discharge was 
abundant. After one hundred and twenty days 
of treatment with streptomycin and two 
months of para-aminosalicylic acid therapy 
the cervical picture improved remarkably, but 
the adnexae on both sides remained thickened 
and infiltrated, while the corpus was deviated 
to the left, fixed, and minimally tender on 
palpation. A total hysterectomy and a bilateral 
salpingo-oophorectomy were done. The patho- 
logic report was as follows: “Tuberculous sal- 
pingitis and oophoritis. The ovaries reveal 
several follicular cysts, one containing blood 
and tuberculous granulation tissue replacing 
much of the normal tissue. There is no evi- 
dence of tuberculosis of the cervix.” Six 
months later the patient continued to do well. 

CASE 7.—H. G., a 56-year-old white nulli- 
para, was admitted to the medical service of 
the Cook County Hospital because of dyspnea, 
chills and fever, a blood-tinged vaginal dis- 
charge and irregular menses. Physical exam- 
ination revealed moist rales at both lung bases, 
cardiac arrythmia, and a liver 2 fingerbreadths 
below the costal margin. The cervix was firm; 
it pointed upward, and some pain was elicited 
on motion. The corpus was retrodisplaced, 
questionably enlarged, limited in mobility and 
deviated to the right. The adnexae on each 
side were thickened, infiltrated and fixed. 
Speculum examination revealed the cervix to 
be reddish and slightly granular; it bled easily 
on wiping. The clinical diagnosis was (1) 
auricular fibrillation; (2) chronic pelvic in- 
flammatory disease, and (3) carcinoma of the 
cervix. A cervical biopsy revealed tuberculous 
endocervicitis. Streptomycin and para-amino- 
salicylic acid were started, and the patient was 
transferred to the gynecologic service as soon 
as the heart compensated. 


After four weeks of para-aminosalicylic 
acid therapy, she became severely nauseated 
and began to vomit. This drug was stopped, 
but the streptomycin therapy was continued. 
Endometrial biopsy specimens were then taken 
and revealed tuberculous endometritis. Vag- 
inal smears and vaginal cultures gave nega- 
tive results for acid-fast organisms. After 
twelve weeks of streptomycin therapy the pa- 
tient had gained considerable weight (12 
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pounds, or 5.4 Kg.). She felt a great deal 
better and had a minimal mucoid vaginal dis- 
charge. At this time, against our advice, she 
left the hospital. The last pelvic examination 
revealed a retrodisplaced uterus, deviated to 
the right and with limited mobility. The ad- 
nexae were non-tender and thickened. Specu- 
lum examination showed the posterior cervical 
lip to be clear and pinkish red, but the anterior 
lip was still red and bled easily. This patient 
has not returned for follow-up studies, despite 
repeated correspondence. 


CASE 8.—J. B. a 62-year-old negress, gravi- 
da 4, para 2, entered the Cook County Hospital 
complaining of vaginal bleeding for two days. 
Her last menstrual period had occurred ten 
years earlier. Pelvic examination revealed a 
friable cervix, with a necrotic crater that bled 
easily; the corpus, though small was in normal 
position; the adnexae were not noteworthy; 
and the parametria were thought to be some- 
what infiltrated on both sides. The clinical 
impression at that time was Stage II carci- 
noma of the cervix. Dilation and curettage 
were done, and radium therapy was started. 
Microscopic studies, however, revealed tuber- 
culosis of the cervix and tuberculous endo- 
metritis. Total hysterectomy and _ bilateral 
salpingo-oophorectomy were done before anti- 
biotic therapy could be started. 

CASE 9.—S. P., a 25-year-old negress, a 
nullipara, was admitted to gynecologic service 
complaining of swelling of the abdomen, inter- 
mittent discomfort in the lower part of the 
abdomen, occasional night sweats, postprandial 
pain, an increased whitish vaginal discharge 
and weakness. The abdomen was markedly 
distended and tympanitic, and questionable 
masses -were palpable in the lower quadrants. 
The cervix was firm; it pointed anteriorly and 
had limited mobility. The corpus was within 
normal limits but deviated to the right. Both 
adnexae were thickened, fixed and not well 
outlined. Indefinite doughy masses seemed 
to incorporate the adnexae and the corpus. 
Speculum examination revealed the portio 
vaginalis to be speckled by granulation-like 
tissue. The clinical impression at that time 
was (1) tuberculous adnexitis and peritonitis 
and (2) possible tuberculous cervicitis. The 
cervical biopsy revealed tuberculous endo- 
cervicitis; endometrial biopsy as well as the 
vaginal culture and smears gave negative re- 
sults for acid-fast organisms. After twelve 
weeks of streptomycin and two and one-fourth 
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Fig. 5.—Cervical glands lined with mucus-producing columnar epithelium. Non-specific inflammation 
: in upper portion. 


months of para-aminosalicylic acid, bilateral 
tubo-ovarian masses were still palpable, though 
the cervix appeared smooth and clean. Total 
hysterectomy and bilateral salpingo-oophorec- 
tomy were done. The microscopic report was 
(1) caseous tuberculosis of the ovary; (2) 
chronic endocervicitis, (3) no evidence of 
tuberculosis in the myometrium or endometri- 
um, and (4) tuberculous endosalpingitis. The 
patient was given streptomycin and para- 
aminosalicylic acid postoperatively for three 
weeks. At the time of writing, three months 
after the operation, she is doing well. 
Treatment.—Since the initial reports on 
tuberculosis of the cervix by Raymond 


(1831) and Lisfrane (1842),° there has. 


been a marked diversity of opinion as to 
the ideal method or methods of treatment, 
Among the procedures recommended to us 
have been the application of caustics, cau- 


terization, electrocoagulation, amputation, 
conization, ultra-violet light, roentgen 
therapy, and hysterectomy. 

Treatment of tuberculosis of the cervix 
depends on the type and extent of the cer- 
vical lesion, the presence and extent of tu- 
berculous involvement of other genital 
organs and/or abdominal viscera, and the 
clinical response of the patient to the use 
of streptomycin, para-aminosalicylic acid 
and INH. Once the diagnosis of tubercu- 
losis is established, the drugs can be 
started. Our policy has been to give 1 
Gm. of streptomycin in a single dose daily 
for at least eight weeks, and then to re- 
evaluate the patient. A careful survey of 
the genital organs is made in order to es- 
tablish the extent of invasion of the uter- 
us, adnexae, vagina or vulva. The endo- 
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Fig. 6.—Columnar epithelium of cervix; inflammation beneath epithelium; giant cells. 


metrial and cervical biopsies are repeated. 
Cultures and smears are also restudied 
when indicated. 

If this investigation shows that no other 
lesions are present and that the cervical 
lesion has responded favorably to strepto- 
mycin, further treatment is withheid and 
the patient kept under close observation. 
If the response has not been satisfactory, 
streptomycin has been continued up to one 
hundred and twenty days, after which re- 
peated biopsy specimens, cultures and 
smears are taken. Because of the fact that 
patients become streptomycin-fast and 
sensitization phenomena develop (itching, 
tinnitus, nausea, vestibular nerve damage, 
etc.), further streptomycin therapy is 
omitted. Early in this study streptomycin 
alone was used. Since July 1951 we have 
added para-aminosalicylic acid in a dose 
of 3 Gm. four times a day. The object of 
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this was to combine the benefits of the 
bacteriostatic action of para-aminosali- 
cylic acid and to be able to give strepto- 
mycin over a longer period without the 
development of unfavorable side reactions. 
and also to delay the resistance of bacteria 
observed with the prolonged administra- 
tion of streptomycin alone, 

In the event that further investigation 
discloses persistent involvement of the 
uterus, the tubes, the ovaries and possibly 
the peritoneum, the treatment adopted is 
similar to that previously described in our 
publications on the “use of streptomycin 
in the treatment of genital tuberculosis.”! 
In brief, we give the treatment that has 
been outlined and operate on those pa- 
tients who reveal active disease after a 
thorough course of treatment. With re- 
gard to operation, we should like to call 
attention to the treacherous nature of 
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ovarian tuberculous disease. No one can 
be sure from ordinary clinical inspection 
that the ovary does or does not contain 
active tuberculous infection in every case. 
It is our recommendation, therefore, that 
the ovary be bisected to determine the 
presence or absence of tuberculosis that 
otherwise would be missed. These un- 
recognized sites of infection serve as foci 
for the postoperative spread of tubercu- 
losis and will eventually result in destruc- 
tion of the ovary. Since the prevalent 
teaching is that tuberculosis rarely affects 
the ovary, and since our experience leads 
us to believe that it does effect the ovary 
in the aforementioned manner in 5 per 
cent of the cases, and that the ovary is 
generally involved to some degree in about 
33 per cent of all cases of gynecologic 
tuberculosis, careful consideration should 
be given to this possibility at the operating 
table in all cases. 

We have long since learned that nega- 
tive results from preoperative endometri- 
al biopsy studies, both microscopic and 
bacteriologic, do not preclude the presence 
of tuberculosis in the upper part of the 
genital tract. Thus, local treatment of the 
disease, including the use of radium, is to 
be condemned as useless. We are in accord 
with D. C. Collins,‘ who stated that, “for 
similar reasons, roentgen therapy (and 
radium) will often prove to be disappoint- 
ing in their end results.” Roentgen thera- 
py should be reserved for those ratients 
who fail to respond to streptomycin, para- 
aminosalicylic acid and INH, and/or those 
for whom operation is either impossible or 
inadequate. 

We have deliberately avoided the combi- 
nation of roentgen therapy and strepto- 
mycin in order to evaluate the results ob- 
tained by the drug alone, with para-amino- 
salicylic acid, with INH and with surgical 
removal of the tuuberculous residue, after 
the maximum effect of the antibiotic has 
been attained. In our opinion, supple- 
mental postoperative roentgen treatment. 
should be tried in a subsequent series to 
see whether it has value. 


It was surprising to find an incidence of 
16 per cent of cervical involvement in our 
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series of 55 patients. A consideration of 
this fact leads us to the inescapable con- 
clusion that, in all cases in which it is 
technically possible, total rather than sub- 
total hysterectomy should be done. It is 
obvious that in some cases the danger and 
difficulty of this procedure may lead to a 
compromise whereby the cervical lesion 
may be destroyed by cautery or irradiation 
after the major procedure has been per- 
formed. 


SUMMARY AND CONCLUSIONS 


1. Tuberculosis of the cervix is one of 
the more uncommon sites of localization 
of the disease in the female genital tract. 

2. Although cervical tuberculosis is usu- 
ally of secondary origin, cases of primary 
origin have been reported. 

3. In the authors’ experience the in- 
cidence of cervical tuberculosis is 16 per 
cent, considerably higher than the inci- 
dence of 2 to 3 per cent reported in the 
literature. 

4. In this series, bloody discharge was 
the most frequent initial clinical mani- 
festation. 

5. The condition must be differentiated 
from chronic cervicitis, cervical erosion 
and carcinoma of the cervix. Cervical 
biopsy, cultures, smears and guinea pig 
inoculation can be used for this purpose. 
Endometrial and cervical biopsies can be 
repeatedly done, without fear of initiating 
miliary spread of the disease, when strep- 
tomycin is used. 

6. One hundred and twenty days of 
streptomycin therapy, preferably given 
with para-aminosalicylic acid, will usually 
result in a marked degree of improvement. 
In 7 out of 9 instances in the authors’ se- 
ries the gross appearance of the cervix 
was restored to normal. One patient signed 
herself out before therapy was completed. 
Another patient was operated on before 
antibiotic therapy could be initiated. Dur- 
ing the past year INH has been added to 
our armamentarium. 

7. In most cases a total hysterectomy 
and at least a bilateral salpingo-oophorec- 
tomy should be done. The surgical manage- 
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ment of the ovaries is predominantly de- 
pendent on whether obvious or potential 
involvement of the ovary is present. Those 
to be left in situ should be bisected and 
carefully studied. 

8. If the adnexae are considered to be 
free of tuberculosis, or only minimally in- 
volved, at the completion of drug therapy, 
it is suggested that the patient should not 
be operated upon, provided the cervix 
appears normal and biopsy and culture 
studies give negative results. 

9. As with tuberculosis elsewhere in the 
body, careful examination uncovers many 
lesions of tuberculous cervicitis that would 
otherwise go undiagnosed. 


CONCLUSIONI RIASSUNTIVE 


1. La localizzazione cervicale é una pill 
insolite nella tubercolosi dei genitali fem- 
minili. 

2. La tubercolosi cervicale é di solito 
secondaria, benché ne siano descritti casi 
di primitiva. 

3. Nell’esperienza dell’Autore la tuber- 
colosi cervicale si é verificata nel 16% dei 
casi, frequenza pill alta di quella usual- 
mente riferita nella letteratura (2-3% . 

4. Nella serie presentata la secrezione 
ematica dalla vagina é stata la manifesta- 
zione clinica iniziale pitt frequente. 

5. La diagnosi differenziale deve essere 
posta con la cervicite cronica, con le ero- 
sioni e con il cancro del collo. A questo 
scopo saranno utili le biopsie, le colture, 
gli strisci e le inoculazioni in cavia. La 
biopsia cervicale o dell’endometrio deve es- 
sere ripetuta pili volte senza timore di 
provocare una miliare diffusa purché si usi 
streptomicina. 

6. Per ottenere un miglioramento decisi- 
vo saranno necessari almeno 4 mesi di 
streptomicino-terapia, preferibilmente as- 
sociata a PAS. In 7 casi su 9 bli Autori 
ottennero il ritorno alla norma del collo 
uterino, Dei 2 rimanenti, una si dimise 
prima del termine, |’altra fu operata pri- 
ma dell’inizio della terapia. Negli ultimi 
tempi si é fatto uso, in aggiunta, anche di 
INH. 
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7. In molti casi avrebbe dovuto essere 
fatta una isterectomia totale o almeno una 
annessiectomia bilaterale. La cura chirur- 
gica dipende soprattutto dall’interessa- 
mento, evidente o probabile, dell’avaio. 
L’ovaio che si decide di lasciare in situ 
deve essere sezionato e studiato con cura. 

8. Quando si ritiene che gli annessi siano 
del tutto o solo in minima parte colpiti 
dalla tubercolosi al termine della terapia 
con antibiotici, si pud evitare di operare 
il paziente pur ché la cervice abbia un 
aspetto normale e la biopsia e le culture 
siano negative. 

9. Come per la tubercolosi di altre sedi, 
anche quella della cervice richiede un ac- 
curato esame per essere svelata. 


RESUMO E CONCLUSOES 


1. A tuberculose do colo uterino é uma 
das mais raras localisagdes dessa doen¢a, 
no aparelho génital feminino; 

2. Regra geral é de origem secundaria, 
ainda que tenham sido registrados alguns 
casos de tuberculose primaria no colo 
uterino; 

3. Na experiencia dos autores, a inci- 
dencia des a doenga e de 16%, considera- 
velmente mais elevada que aquela de 2 ou 
3% usualmente registrada; 

4. O sintoma mais comumente registra- 
do pelos autores foram perdas sanguineas ; 

5. O diagnostico diferencial deve sér 
feite com a cervicite crénica, com as ul- 
ceracées cervicais e com o carcindma do 
colo do utero. Biopsias, culturas, inocula- 
cdes devem sér usadas. 

6. Preconisam os autores 0 emprégo, du- 
rante 120 dias, Streptomicinoterapia as- 
sociada ao uso de acido para-amino-sali- 
cilico, tratamento que pode fornecer bons 
resultados. 

7. Em muitos casos deve sér praticada 
uma histerectomia total acompanhada de 
salpingo-ovarectomia bi-lateral. 

8. A intervencéo completa esta na de- 
pendencia das condigées locais dos anexos, 
ou nos resultados da biopsia apdés ter sido 
completado o tratamento medicamentoso. 

9. Um cuidadoso exame gecal deve sér 
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feito nas doentes portad6éros de tubercu- 
lose en ontro qualquer orgao. 


ZUSAMMENFASSUNG UND SCHLUSSFOLGERUNGEN 


1. Die Tuberkulose des Gebirmutter- 
halses gehért zu den ungewdéhnlicheren 
Lokalisationen der Erkrankung innerhalb 
des weiblichen Geschlechtsapparates. 

2. Wenn auch die Tuberkulose des Ge- 
barmutterhalses gew6éhnlich sekundiren 
Ursprungs ist, so sind doch Fille primarer 
Natur berichtet worden. 

3. In der Erfahrung des Verfassers be- 
trigt die Haufigkeit des Auftretens der 
Kollumtuberkulose 16%, was weit iiber 
dem in der Literatur berichteten Auftre- 
ten von 2 bis 3% liegt. 

4. In der hier vorliegenden Serie war die 
blutige Absonderung das am _ hiaufigsten 
beobachtete klinische Anfangssymptom. 

5. Differentialdiagnostisch muss die Er- 
krankung von chronischer Zervizitis, Zer- 
vixgeschwiiren und Zervixkarzinomen un- 
terschieden werden. Zu diesem Zwecke 
konnen Probeexzisionen, Kulturen, Ab- 
striche und Meerschweinchenversuche 
ausgefiihrt werden. Probeexzisionen der 
Gebairmutter und der Kollumschleimhaut 
k6énnen ohne Furcht vor miliarer Aussaat 
der Erkrankung wiederholt ausgefiihrt 
werden, wenn Streptomyzin verabfolgt 
wird. 

6. Eine 120 Tage lang durchgefiihrte 
Streptomyzinbehandlung, besonders wenn 
sie mit PAS-Gaben kombiniert ist, fiihrt 
gewohnlich zu einer hochgradigen Bes- 
serung. In sieben von neun Fallen fand 
der Verfasser in seiner Serie den Gebar- 
mutterhals véllig wiederhergestellt. Eine 
Patientin gab die Behandlung vor Be- 
endigung auf. Eine andere wurde ope- 
riert, bevor mit der antibiotischen Be- 
handlung begonnen werden konnte. Wah- 
rend des letzten Jahres wurde INH (Jsoni- 
cotinic acid hydrazide) in den Behand- 
lungsplan aufgenommen. 

7. In den meisten Fallen sollte eine to- 
tale Resektion der Gebarmutter und 
wenigstens eine doppelseitige Resektion 
der Tuben und Eierstécke vorgenommen 
werden. Die chirurgische Behandlung der 
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Eierstécke hangt im wesentlichen davon 
ab, ob eine offensichtliche oder mégliche 
Beteiligung des Organes vorliegt. Eier- 
stécke, die man im KoOrper lassen will, 
sollten durchschnitten und sorgfaltig un- 
tersucht werden. 

8. Wenn nach Abschluss der medika- 
mentésen Behandlung die Adnexe als tu- 
berkulosefrei oder als nur minimal be- 
fallen angesehen werden, sollte die Kranke 
nach Ansicht des Verfassers nicht operiert 
werden, vorausgesetzt dass der Gebarmut- 
terhals normal aussieht, und dass die Pro- 
beexzisionen und die Untersuchungen der 
Kulturen negativ ausfallen. 

9. Wie bei tuberkulésen Erkrankungen 
in anderen K6rperorganen, so kénnen 
auch bei der Tuberkulose des Gebarmut- 
terhalses viele Falle durch sorgfaltige Un- 
tersuchung zur Entdeckung gelangen, die 
sonst unerkannt bleiben. 


RESUMEN Y CONCLUSIONES 


1. La tuberculosis del cervix es una de 
las localizaciones mas raras de esta en- 
fermedad en el tracto genital femenino. 

2. Aun cuando la tuberculosis del cervix 
es generalmente de origen secundario, se 
han comunicado casos de origen primario. 

3. En la experiencia de] autor la in- 
cidencia de tuberculosis del cervix es de 
16 por ciento, considerablemente mayor 
que la incidencia de 2 a 3 por ciento 
comunicada en la literatura. 

4. En estas series la manifestacion clini- 
ca mas frecuente fué la descarga sanguino- 
lenta. 

5. El padecimiento debe ser diferenciado 
de la cervicitis crénica, erosion del cervix 
y carcinoma del cervix. La biopsia del 
cervix, cultivos, frotis e inoculaciones al 
cuy pueden ser usados con este fin. La 
biopsias endometriales y del cervix pueden 
ser hechas repetidamente sin miedo de ini- 
ciar una diseminacion miliar de la en- 
fermedad cuando se usa la estreptomicina. 

6. Ciento veinte dias de terapia con 
estreptomicina preferentemente adminis- 
trada con acido para-aminosalicilico, gen- 
eralmente resultan en un grado notable 
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de mejoria. En 7 casos de 9, la apariencia 
macroscopica del cervix volvid a la nor- 
malidad. Un paciente se fué antes de que 
se completara el tratamiento antibiotico. 
Durante el ano pasado fué agregado el 
INH a nuestro arsenal terapettico. 

7. En la mayoria de los casos debe 
hacerse una histerectomia total y al menos 
una salpingo ooforectomia. E] tratamiento 
quirurgico de los ovarios depende princi- 
palmente de si existe una complicacion 
obvia 6 potencial. Aquellos que han de 
dejarse in situ deben ser seccionados y 
estudiados cuidadosamente. 

8. Si se considera que las trompas estan 
libres de tuberculosis 6 minimamente afec- 
tadas al término de] tratamiento, se su- 
giere que al paciente no debe ser operado 
teniendo de antemano un cervix de apari- 
encia normal y biopsia y cultivos nega- 
tivos. 

9. Como con la tuberculosis de orta 
parte del cuerpo, el examen cuidadoso 
descubre muchas lesiones de cervicitis tu- 
berculosa que de otra manera no serian 
diagnosticadas. 


RESUME 


1. La tuberculose localisée au col utérin 
est une affection des moins fréquentes des 
lésions génitales de la femmes. 

2. Habituellement la lésion est secon- 
daire; cependant il y a certains cas ou la 
lésion fut initiale. 

3. L’auteur opine que cette maladie se 
rencontre dans 16% des cas. 

4. L’écoulement sanguin fut le symp- 
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tome clinique le plus fréquent. 

5. Il faut en faire le diagnostic différ- 
entiel d’avec la cervicite chronique, les 
érosions du col et le cancer du col. La biop- 
sie, l’inoculation au cobaye, les cultures 
doivent étre faites a répétition. La strep- 
tomycine est d’usage. 

6. Un traitement de 120 jours avec de 
la Streptomycine associé au PAS est avan- 
tageux. 7 des cas furent améliorés de la 
sorte. Depuis quelques années, les auteurs 
ajoutent de INH au traitement. 

7. Dans la plupart des cas, |”hystérec- 
tomie totale avec une salpingo-ovarectomie 
bilatérale sont recommandées. Les ovaires 
doivent subir un examen minutieux. 

8. Si le traitement chimio-antibiotique 
a donné de bons résultats, l’intervention 
ne doit pas se faire, surtout si les annexes 
semblent indemnes de méme que le col, 
aprés examen histologique. 

9. Tel que pour la tuberculose systémi- 
que, l’examen méticuleux fait souvent dé- 
couvrir une tuberculose cervicale ignorée. 
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Homoplastic and Anaphylactic 


Procedures as Influenced by Prolonged 


which with the correct indications and 
technic is successful in almost every 
case, a skin graft taken from one subject 
ana transferred to another of the same 
species (homotransplant) nearly always 
results in sequestration. 

This sequestration manifests itself also 
when animals of the same blood group 
and the same size and sex are selected. 
Only in the case of twins of one ovum 
(gemini monochorii) is adherent healing 
possible. 

The ‘question whether cellular or hu- 
moral factors are dominant in this process 
has been amply discussed. 

This problem has been occupying me 
for decades. In a monograph published 
in 1924' I expressed the opinion that ho- 
moplasty is connected with processes re- 
lated to the then relatively recent theory 
of protein anaphylaxis. 

Owing to the difference in protein struc- 
ture between donor and recipient, a local 
reaction comparable to the Arthus phe- 
nomenon takes place, and this reaction 
nearly always ends in necrosis and seques- 
tration of the transplant. 

There are many aspects in favor of this 
interpretation, although thus far no spe- 
cific antibodies can be demonstrated in 
the serum. 

What kind of changes are detected local- 
ly with homoplastic procedure? 

1. Macroscopic Changes.—After a cer- 


[: contrast to autotransplantation, 
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tain time the graft loses its color and con- 
sistency. The intervals differ according to 
the type of animal selected. A Thiersch 
graft in a human being may remain ten to 
thirty days without showing macroscopic 
change. Then, however, “sterile suppura- 
tion,” with livid change of color, detach- 
ment, desiccation and sequestration, is 
established. With the rabbit these mani- 
festations of sequestration begin after two 
days and terminate after twelve to four- 
teen days. 

2. Microscopic Changes.—The changes 
commence with hyperemia of the matrix 
of the host and strong filling of the capil- 
laries. The transplant succumbs to shrink- 
age and detachment of the epidermis, 
swelling and hyalin degeneration of the 
connective tissue and accumulation of 
lymphocytes in the cavity of the wound, 
gradually resulting in demarcation, de- 
tachment and replacement by new granu- 
lation tissue. 

It is interesting to note that the reactive 
inflammation detachment develop more 
rapidly when the test is repeated on the 
same animal, i. e., when a “second set” 
homograft is performed. This manifesta- 
tion is the expression of immunity of the 
animal that has undergone preliminary 
treatment. Owing to this immunity, a 
stronger as well as a more accelerated re- 
action ensues. 

In some instances transplantation of 
epidermis by homoplastic methods has suc- 
ceeded, but these must be considered ex- 
ceptional and largely a matter of chance. 
On the whole, the fact is established that 
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homoplastic transplantations of the skin 
do not give a lasting effect but result in 
sequestration.! 

The only tissues that were amenable to 
successful homoplastic transplantation 
were those with few blood vessels, in 
which blood supply requirements is low. 
These are cornea, cartilage and arterial 
tubes. With such tissues the homoplastic 
technic is successful, as is indicated by the 
extensive literature on the subject. 

Tissues that are marked by abundant 
vascularization respond to homoplastic 
procedures with increased blood vessel re- 
action, edema and accumulation of lym- 
phocytes. Inflammatory reaction sets in, 
terminating in necrosis and sequestration. 

A great number of attempts have been 
made to prolong the lives of homoplastic 
transplants. Immunization of the graft as 
well as the host was tried by systematic 
preliminary treatment with blood, serum, 
irradiation and other methods. All these 
experiments remained without result. 
Neither in animal tests nor in surgical 
practive could a demonstrable success be 
obtained. 

Recently another course was tried. On 
the basic of the concept that sequestration 
of the transplant is caused by local re- 
action, means to weaken this reaction 
were sought. Agents to alter endothelial 
permeability, like Rutin roentgen irradia- 
tion, heating and freezing of the trans- 
plant were employed. Especially the meth- 
od of brisk and vigorous freezing has 
gained certain importance. Several clinics 
take advantage of it and keep such homo- 
grafts ready in a “skin bank” so that they 
may be applied in time of emergency. 

Still more has been said about treatment 
of the host with ACTH and Cortisone. 
These remedies serve to reduce the exi- 
gencies of the transplant and thus di- 
minish the harmful local reaction. The 
anti-inflammatory effect of these products 
was shown in animal tests as well as in 
practice. A real adherent healing, such 
as occurs after autoplastic procedures, 
was not obtained. Neither have we suc- 
ceeded in influencing the “second set” re- 
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action on repeating the transplantation on 
the same animal. 

ACTH and Cortisone are most effective 
when administered subcutaneously or in- 
tramuscularly and are less so when applied 
locally. Therefore one is justified in as- 
suming that these drugs influence the 
whole organism, the effect exhausting it- 
self after interruption of the injection 
treatment. The same experience is well 
known in the treatment of arthritis. During 
the last five years a number of publica- 
tions have appeared on the treatment of 
skin homografts with ACTH and Cortisone. 
The results are somewhat contradictory, 
but some authors have reported impres- 
sive results, e. g., Edwards* described a 
9-year-old boy who suffered for four years 
from combustion defects and had a great 
number of homografts applied without 
success. Only after ACTH was employed 
could adherence be attained. In the same 
way, after applying ACTH for some months, 
Whitelaw*® obtained adherence of homo- 
grafts. He gave 20 mg. every six hours 
through ninety-two days! 

Animal experiments, particularly thor- 
ough and precise, were made by Medawar 
and his collaborators. This author has 
dealt for years with the question of homo- 
grafts and has also studied experimentally 
the influence of Cortisone. On the basis 
of his experiments he concludes that the 
lifetime of skin homografts can be pro- 
longed three or four times by daily sub- 
cutaneous injections of 5 mg. of Cortisone 
(experiments on rabbits). 

After repetition of the test on the same 
cutaneous injections of 5 mg. of Corti- 
sone is much weaker. The demarcation of 
the transplant is hastened. 

The disadvantages of treatment with 
ACTH and Cortisone are manifold: 

1, Treatment has to be continued for 
considerable periods, and must be admin- 
istered daily. ACTH must even be injected 
every six hours as in the case reported by 
Whitelaw. 

2. The course is very expensive and 
therefore cannot always be carried out. 

38. ACTH and Cortisone have a great 
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number of somatic and psychic side ef- 
fects. These side effects are sufficiently 
known from the therapy of chronic ar- 
thritis and will therefore not be described 
here. 

4. The remedies referred to have no 
curative influence on wound infection. The 
contrary, rather, is the fact, since the 
resistance of the organism to pyogenic 
organisms is diminished. Neither is the 
effect on wound healing sui generis fa- 
vorable. 

My own researches in Israel started in 
1935, with the collaboration of Dr. Meyer, 
my assistant at this time. I proceeded 
from the fact that anaphylactic shock in 
experimental animals (guinea pig, rabbit, 
dog) fails to put in an appearance with 
the anima] in narcosis, This fact had been 
observed by Besredka® in 1909, and since 
then it had aroused but little attention; 
indeed, it had fallen into perfect oblivion. 
In 1931, inspired by a death that occurred 
in a surgical department after intrave- 
nous injection of peritonitis serum, I trans- 
ferred the matter to human beings.® This 
injection was performed before operation, 
when the patient was not yet anesthetized. 
On the basis of my experiences at this 
time and with the support of evidence 
from animal tests, it was recommended to 
perform serum injections whenever pos- 
sible only with the patient under general 
anesthesia. 

In further pursuit of this idea, it was 
then attempted to suppress the anaphylac- 
tic shock also by local anesthesia. After 
numerous attempts on animals, with posi- 
tive results, this method was transmitted 
to the human being. The results enabled 
me to recommend it earnestly for avoid- 
ance of anaphylactic shock (Ital. Surgi- 
cal Congress in Padua, 1950) .7 

If it is rightly alleged that sequestration 
of skin homografts represents an anaphy- 
lactic reaction, it must be possible in the 
aforementioned way to decrease the ana- 
phylactic reaction and prolong the life- 
time of the homograft, with results simi- 
lar to those achieved by the use of ACTH 
and Cortisone. 
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At my instigation, Dr. Meyer made the 
corresponding animal tests and reported on 
the material in 1937.8 At this time we 
transplanted in exchange skin grafts of 
experimental animals. The skin graft of 
one animal was kept under local anes- 
thesia, while the second animal was left 
untreated. Originally the anesthesia was 
induced by circumjecting procaine hydro- 
chloride into the graft three times a day. 
Afterward we employed an anesthetic oil 
(Analgol, a procaine oil produced in Vi- 
enna) for prolonged action. The results 
were particularly promising; life of the 
homograft was prolonged two to three 
times, 

In later experiments I always obtained 
the same result. 

Owing to the shortage of animals and 
their relatively high cost, we were com- 
pelled to repeat the test once or twice on 
the same animal. At the same time, pro- 
longed action anesthesia proved able to 
suppress the acceleration of “‘second set” 
reaction. The life of the transplant re- 
mained in the repetition test the same as 
in the first test and was not shortened 
even after repeated tests on the same ani- 
mal. This demonstrates one of the prin- 
cipal differences between the effect of this 
method and the effect of ACTH and Corti- 
sone. 

Three different anesthetic preparations 
for prolonged action have been at my dis- 
posal during recent years: 

1. The English preparation Proctocain, 
an oil that contains procaine hydrochlo- 
ride linked to beny! alcohol. 

2. Polycain (Teva, Israel), a prepara- 
tion similar to Proctocain and represent- 
ing a procaine oil as well. 

3. Prolongal-Benzocaine (Zori  Ltd., 
Israel), a watery solution of 2 per cent 
Benzocaine in Uretha. After injection 
a depot of Benzocain crystals is precipi- 
tated into the tissue, and absorption of 
the anesthetic takes place only gradually. 

After multiple tests, I finally decided 
for Prolongal-Benzocaine, because it is 
tolerated best. The oily solutions fre- 
quently cause undesirable side effects. 
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A, control photomicrograph, showing concentration of mononuclear leuko- 
cytes around transplant, representing enclosure and defense against alien 
tissue. B, necrosis of homograft, with infiltration of new epithelium from 
border, undermining transplant. C, microscopic picture observed when 
homograft is kept under prolonged anesthesia with Prolongal-Benzocaine. 
Note striking contrast with control photomicrograph. D, photomicrograph 
showing greatly diminished reaction as compared to control (see text). 


With regard to the technic, the follow- chloride solution. Then, according to the 
ing points should be noted: The field to be _—‘ directions for the use of Prolongal-Ben- 
anesthetized is first infiltrated around and __zocaine, this drug is injected with a dry 
below with 0.5 per cent procaine hydro- syringe. It is important that the whole 
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site of the homograft be blocked from sen- 
sibility. Therefore the quantity of Pro- 
longal-Benzocaine is adjusted according 
to the size of the homograft. 


Rabbits received injections of Prolon- 
gal-Benzocaine twice weekly without show- 
ing any signs of irritation. 

With human beings, one is directed by 
the cessation of anesthesia. Generally a 
period of six to ten days will be adequate. 


I refrained completely from the dress- 
ing of rabbits with circular covers. The 
wounds were merely painted with Masti- 
sol and covered with a transparent glossy 
paper, which facilitated permanent con- 
trol of the homograft. 

Concerning the results I wish to report 
in this paper only briefly. Skin grafts 
(1.5 by 1.5 cm.) of the test animal (rab- 
bit) were exchanged in whole thickness. 
The wounds were painted with Mastisol 
and a piece of sterile glossy paper stuck 
over that. In this way the changes of the 
graft could be observed as through a win- 
dow. On the following day the grafts had 
already become livid and started to degen- 
erate. After three to five days they were 
black and completely necrotic. If one of 
the grafts was kept under prolonged an- 
esthesia with Prolongal-Benzocaine, the 
picture was different. The graft remained 
well nourished for three to four days and 
looked fresh like the surrounding skin. 
Then only did it gradually become livid 
and begin to lift itself, to discharge and 
to degenerate. The sequestration was 
completed only after twelve to twenty- 
four days, sometimes even much later. 
Therefore, under macroscopic view, the 
life of the homograft can be prolonged 
three or four times, but the graft cannot 
be brought to definite adherence. In case 
the test is repeated on the same animal 
(second set test), the course is the same 
as aforedescribed. The quick reaction en- 
countered with ACTH and Cortisone treat- 
ment, therefore, does not occur. Prolonged 
anesthesia is consequently in a position 
to suppress the growing sensibility against 
protein of an alien species. 

Microscopically the following observa- 
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tions were made on the rabbit: 

On the second day, the control animal 
with homografts already showed local re- 
actions of different intensity in the dif- 
ferent tests. The epithelium of the skin 
graft was flattening, inclining to cornifi- 
cation. The capacity of the nuclei to ab- 
sorb color was declining. 

The connective tissue of the subepi- 
thelial layers was spongy and tended to 
hyaline degeneration. Here, too, the affini- 
ty of the cells to colors had decreased. 
Between the tracts of the connective tis- 
sue there were gaps. Edematous fluid was 
accumulating. The surrounding blood ves- 
sels reacted with hyperemia, new forma- 
tion of capillaries and inclination to 
hemorrhages. An intensive gathering of 
mononuclear leukocytes around the trans- 
plant was developing. (This accumulation 
may become so dense that it appears as a 
“black band” in the microscopic picture. 
This is an expression of enclosure and de- 
fence against the alien transplant (see il- 
lustration, A). 

In the course of a few days, perfect 
necrosis of the homograft was observed. 
Simultaneously, new epithelium from the 
border infiltrated and undermined the 
transplant (see ilustration, B). 

After sequestration of the homograft 
all the layers were reformed and the skin 
defect had become cicatrized. 

In the course of two or three weeks the 
process was completed, and only a more 
or less indifferent scar remained. 

In contrast to this the microscopic pic- 
ture is that observed when the homograft 
is kept under prolonged anesthesia with 
Prolongal-Benzocaine. Especially during 
the first days, the difference is quite strik- 
ing. For two to three days the homograft 
may show so little change that a devia- 
tion from the microscopic picture of nor- 
mal skin is scarcely recognizable (see il- 
lustration, C). 

The following microscopic reaction ob- 
served in this series was much less inten- 
sive than with the control animal: The 
epidermis was preserved longer, the color- 
ability of the nuclei longer maintained. 
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The cornification process as well as the 
edema of the connective tissue, was di- 
minished. Correspondingly, the tendency 
to hyaline degeneration declined (see il- 
lustration, D). The difference in accumu- 
lation of leukocytes was very striking. The 
immigration and infiltration of these for- 
mations began later and were much less 
vigorous than in the control animal. A 
“black band” did not form at all or was 
delayed for twenty to thirty days. Final- 
ly, in accordance with the microscopic 
picture, enclosure and sequestration were 
macroscopically observed, too. 


My experience with human beings is 
restricted to 5 patients with large skin de- 
fects who submitted to homoplastic pro- 
cedures with amnion. The results of amni- 
on transplantation conform in general to 
those reported in the literature on homo- 
plasty. The amnion skin membrane per- 
ishes after a few days, it becomes necrotic 
and is expelled. Simultaneously, however, 
an intensive stimulation is exerted on the 
bottom of the wound, and the size of the 
wound decreases (necrohormone stimu- 
lus). 

Repetition of the attempt with amnion 
on the same patient leads to considerable 
shortening of the life of the amnion, a re- 
sult similar to that observed with experi- 
mental animals in the “second set.” After 
the third, the amnion “disappears,” often 
within twenty-four hours. 

Iam in a position to report on 4 patients 
who had undergone preliminary treat- 
ment with amnion. In all the cases ex- 
tensive traumatic skin defects were pres- 
ent. Treatment had been successful to a 
degree, but improvement had finally come 
to a standstill. 

An amnion plastic procedure was com- 
bined with prolonged anesthesia in 3 cases. 
(In a fifth case this combination was in- 
itiated from the beginning.) 


REPORT OF CASES 


CASE 1.—The patient, a man aged 50, had 
received a battle injury in 1948, a compound 
fracture of the tibia and fibula. With the 
greatest effort, preservation of the leg could 
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be attained. The bony defects healed, but a 
large skin defect (10 by 15 cm.) on the anteri- 
or and lateral aspects of the lower part of the 
thigh persisted. 


In 1949, a Thiersch graft from the upper 
part of the same thigh was applied but did 
not adhere. 

During 1950 and 1951 a fourfold attempt 
was made to cover with fresh amnion. Each 
time the life of the amnion was shortened. 
After the fourth attempt the amnion disap- 
peared already after a single day. In the mean- 
time, the defect diminished somewhat in size, 
approximating 8 by 12 ecm., but thereafter 
remained unchanged for months. 


A renewed attempt was made toward amni- 
on transplantation with simultaneous infiltra- 
tion of Prolongal-Benzocaine (20 cc.) around 
and below the area. Slight edema arose at 
first but subsided after three days. The size 
of the wound began distinctly to diminish. The 
anesthesia continued for several weeks. Cer- 
tain sites of the peroneus area remained hy- 
pesthetic for months. 

In the course of two or three months the 
wound was epidermatized so far that only 2 
small wound islets remained; 1.5 by 1.3 and 
1 by 1 cm. All the rest was well covered with 
skin. 

After another four weeks the small defect 
was compeltely closed and the longer one meas- 
ured approximately 1.5 by 1 cm. 

CASE 2.—A woman aged 45 had had for 
two or three years a large ulcus cruris vari- 
cosum left. Ligation of the saphenous vein 
and injection of 2 cc. of 5 per cent sodium 
morrhuate in the trunk of the vein were done. 
Surgical circumcision of the ulcer, with liga- 
tion of all supplying veins, was performed. 

Since this therapy was of no avail, two at- 
tempts were made to cover the defect with 
fresh amnion. This led to a certain decrease 
in the extent of the ulcer, but then the cura- 
tive tendency ceased. 

The grafting of amnion was then combined 
with Prolongal-Benzocaine anesthesia. Ten ec. 
of the anesthetic was well tolerated. 

Under this combined treatment an astonish- 
ing diminution and leveling of the wound took 
place in a short while. Within three or four 
weeks the wound shrunk to a fourth of its 
former size. 

CASE 3.—A man aged 50 had pushed an iron 
bar against the shin. This resulted in wound 
infection with skin necrosis. There was a skin 
defect measuring 5 by 4 cm. with no tenden- 
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cy toward epithelization despite the use of 
available ointments furthering granulation, 
powders and general treatment. 

Two attempts were made to cover the defect 
with amnion. The wound was diminished to 
3 by 5 cm., after which the healing process 
was arrested. After only one combination of 
amnion and prolonged anesthesia with Pro- 
longal-Benzocaine, quick healing took place in 
the course of two weeks. 

CASE 4.—A child aged 2% months had al- 
legedly been burned one week after birth. 
There was a 5.5 by 9 cm. skin defect on the left 
flank, which had not decreased in size during 
the past weeks. Amnion transplantation com- 
bined with 5 cc. of Prolongal-Benzocaine was 
employed. Cure resulted within two weeks. 

CASE 5.—A man aged 42 had had a trophic 
ulcer of the lower part of the thigh for approxi- 
mately three years. Varicose veins were ob- 
served. Buerger’s disease was suspected, but 
there were no positive signs. Three attempts 
were made to cover the ulcer (circular, 5 cm. 
in diameter) with amnion. The defect shrank 
to 3.5 by 4 cm., then reached a standstill. 
Combined amnion and prolonged anesthesia 
(Prolongal-Benzocaine) were employed. After 
ten days the amnion was expelled, but the 
diminishing of the wound was progressing 
rapidly. 

After six weeks the ulcer was healed and 
has remained healed for one year. 


SUMMARY 


Homoplastic skin grafting is associated 
with a local reaction, which must be re- 
garded as anaphylactic. 

This anaphylactic reaction, attributed 
to intolerance of protein substances, near- 
ly always ends with necrosis and expul- 
sion of the transplant. 

In this the reactive processes may stim- 
ulate healing of the wound and cause it 
to diminish, thus deceptively simulating a 
successful transplantation procedure (neo- 
hormonal effect). 

Among the new drugs suggested to pro- 
long the life of the homograft, ACTH and 
Cortisone are of great interest and un- 
questionable importance. In experimental 
animals, as well as with human beings, 
such drugs tend to suppress the local re- 
action and to prolong the life of the skin 
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graft to two to three times its probable 
life without them. The same result is ob- 
tained by keeping the transplant under 
prolonged anesthesia. For this purpose, 
Prolongal-Benzocaine has proved to be of 
particular value. This method is simpler, 
cheaper and much quicker than the other 
methods. 

A number of cases are reported in 
which wounds with long healing periods 
decreased to a certain degree as a result 
of preliminary application of amnion but 
then failed to react. Only by combination 
of amnion with prolonged anesthesia 
failed to react. Only by combination of 
amnion with prolonged anesthesia (Pro- 
longal-Benzocaine) could striking success 
be obtained. 


RESUMEN 


El injerto cutaneo homoplastico se aso- 
cia con reaccién local que debe ser con- 
siderada somo anafilactica. 

Esta reaccion anafilactica atrubuida a 
la intolerancia a substancias proteicas 
casi siempre termina con la necrosis y 
expulsién del transplante. 

En esto el proceso reaccional puede 
estimular la cicatrizaci6n de la herida 
produciendo su disminucién y simulando 
un éxito en el procedimiento de trans- 
plantaci6n (efecto neurohormonal). En- 
tre las nuevas drogas sugeridas para pro- 
longar la vida del homoinjerto la ACTH 
y la cortisona son de gran interés y valor 
indudable. Tanto en animales como en 
seres humanos dichas drogas tienden a 
suprimir la reaccion local y a prolongar 
la vida del injerto cutaneo a dos 6 tres 
veces mas que sin ellas. E] mismo resultado 
se obtiene conservando el transplante bajo 
anestesia prolongada, para este proposito 
el Prolongal-Benzocaine ha probado ser de 
particular valor. El método es simple, 
mas barato y mas rapido que los otros 
métodos. 

Se comunica un numero de casos en los 
que heridas con largos periodos de cicatri- 
zacioOn disminuyeron en cierto grado, como 
resultado de la aplicacién preliminar de 
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amnios, pero que posteriormente no re- 
spondieron. Unicamente por la combina- 
cidn de amnios con anestesia prolongada 
(Prolongal - Benzocaine) pudo obtenerse 
un éxito notable. 


RIASSUNTO 


I trapianti cutanei omoplastici posso- 
no determinare una reazione locale che 
deve essere considerata di natura ana- 
filattica. 

Tale reazione, attribuita ad intolleranza 
verso sostanze proteiche, quasi sempre 
conduce alla necrosi ed alla eliminazione 
del trapianto. 

Il processo reattivo, tuttavia, pud stimo- 
lare la guarigione della ferita, come se il 
trapianto avesse avuto successo. Fra i 
farmaci che sembrano prolungare la vita 
dei trapianti omologhi, |’ACTH e il corti- 
sone dimostrano un’indiscutibile efficacia. 
Negli animali da esperimento cosi come 
nell’uomo tali sostanze tendono a soppri- 
mere le reazioni locali e a prolungare la 
vita del trapianto del doppio o del triplo. 
Lo stesso risultato si ottiene mantenendo 
i trapianti sotto anestesia prolungata. A 
tale scopo la Benzocaina-ritardo si é dimo- 
trata particolarmente efficace. Questo me- 
todo pil’ semplice, pili economico e pill 
rapido degli altri. 

Viene riferito un certo numero di casi 
in cui ferite a guarigione lenta vennero 
migliorate fino ad un certo limite con ap- 
plicazioni preliminari di amnios, ma nelle 
quali si ottennero successi strepitosi com- 
binando l’amnios con |’anestesia prolunga- 
ta. 


RESUME 


La greffe homoéoplastique présente une 
réaction locale anaphylactique. Cette ana- 
phylaxie, secondaire a une intolérance des 
substances protéiniques, améne_ habituel- 
lement la nécrose et |’élimination du gref- 
fon. Cette réaction stimule la guérison en 
similant une greffe réussie. Certaines sub- 
stances, tel l ACTH et la Cortisone favori- 
sent le succés de la greffe en allongeant sa 
viabilité 2 4 3 fois. On peut avoir le méme 
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résultat par lI‘anesthésie au ‘“Prolongal- 
Benzocaine” et a meilleur compte. Plu- 
sieurs cas sont discutés ot le succés et la 


guérison furent certainement attribuables 


& ce nouveau procédé. 


RESUMO 


E apreciada a reacao local taxada de 
anafilatica, e verificada em certos casos 
de aplicagaéo de homo-enxertos cutaneos. 
Essa reacéo anafilatica atribuida a uma 
intolerancia das substancias proteicas, 
termina, muitas vezes, pela necrose e 
eliminacao do enxerto. 

Sao estudadas as substancias que tém 
sido empregadas para estimular um me- 
lhor resultado nésses casos, sendo salienta- 
dos o ACTH e a Cortizona. Tambem a 
manutencao do transplante em fazo pro- 
longada de anestesia tem fornecido resul- 
tados satisfatorios, salientando o autor o 
emprego da ‘“Prolongal-Benzocaine” que 
éle julga de particular valor, sendo um 
processo barato, simples e muito mais 
rapido que os demais. 

Apresenta finalmente um conjunto de 
casos em que ficou demonstrado o seu pen- 
samento no particular. 


ZUSAM MENFASSUNG 


Bei homoplastischen Hauttransplanta- 
tionen kommt es zu Lokalreaktionen, die 
als anaphylaktisch angesehen werden miis- 
sen. 

Diese anaphylaktische Reaktion, die auf 
Unvertraglichkeit von Eiweissstoffen zu- 
riickgefiihrt wird, endet fast immer mit 
Nekrose und Abstossung des Transplan- 
tats. 

Bei diesem Vorgang kénnen die reakti- 
ven Prozesse einen Anreiz zur Heilung und 
zur Verkleinerung der Wunde abgeben, 
wodurch ein erfolgreicher Ausgang der 
Transplantation vorgetiuscht werden 
kann (neohormonaler Effekt). Unter den 
neuen Medikamenten, die das Leben des 
Transplantats verlangern  sollen, sind 
ACTH und Cortison von grossem Inter- 
esse und fraglos von Bedeutung. Beim 
Versuchstier sowohl als auch beim Men- 
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schen zeigen diese Medikamente ein Nei- 
gung, die 6rtliche Reaktion zu unterdriik- 
ken, und die im allgemeinen zu erwartende 
Lebensdauer des Transplantats um das 
Zwei- oder Dreifache zu verlingern. Das 
Gleiche wird erreicht, indem man das 
Transplantat fiir langere Zeit unter An- 
asthesie halt. Fiir diesen Zweck hat sich 
das Prolongal-Benzokain als besonders 
wertvoll erwiesen. Diese Methode ist ein- 
facher, billiger und viel schneller als die 
anderen. 

Es wird iiber eine Reihe von Fallen be- 
richtet, bei denen Wunden mit langsamem 
Heilungsverlauf auf Grund _ vorheriger 
Applikation von Amnion sich bis zu einem 
gewissen Grade verkleinerten aber dann 
keine Reaktion zeigten. Nur durch eine 
Kombination von Amnion mit verlanger- 
ter Andsthesie (Prolongal-Benzokain) 
konnten schlagende Erfolge erzielt wer- 
den. 
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Carcinoma of the Breast 
A Ten-Year Survey at the Winnipeg General Hospital 
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nomas that primarily treated at the 

Winnipeg General Hospital during 
the ten-year period 1940 to 1949 inclusive. 
The cases presented include those of all 
patients from the public wards and from 
the private indoor services who were 
treated initially at the Winnipeg General 
Hospital. Also included are patients re- 
ferred to the public wards or to members 
of the Honorary Attending Staff after 
biopsy or a positive diagnosis elsewhere. 
Cases in which radical mastectomy was 
performed in some other center and the 
patients referred to the roentgen therapy 
department of this hospital for irradiation 
are not included. Patients treated else- 
where and admitted to this hospital for 
terminal care are also excluded. 

The total number of cases included in 
this series was 546. The number of new 
cases encountered each year was fairly 
consistent and ranged from 40 to 62, with 
an average yearly occurrence of 54.6 new 
cases. 

Sex Incidence.—During the period cov- 
ered by this survey, 1 case of carcinoma 
of the male breast and 545 cases of car- 
cinoma of the female breast were encoun- 
tered. 

Breast.—Of the 545 cases of female 
mammary carcinoma, the tumors in 269 
occurred on the left side and in 266 on the 
right. Seven were bilateral when first 
seen. Owing to inadequacy of the records, 
this information was lacking in 3 cases. 

Location.—By far the majority of tu- 
mors appeared in the upper outer quad- 


rant (252 cases); next in frequency was 


"Tine is a review of mammary carci- 
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the upper inner quadrant (65 cases) ; 
third the lower outer quadrant (52 cases) ; 
and fourth, the lower inner quadrant (44 
cases). In 35 cases the tumor was located 
deep to the nipple, while in 14 cases there 
were multiple nodules present in the breast 
on initial examination. Again the in- 
adequacy of records made it necessary to 
delete 87 cases from this study, for in 
these cases the exact location of the tu- 
mor was not reported. Thus, the total 
number of cases under consideration as to 
location is 462. 

Age Incidence.—The youngest patient 
encountered in this series was 24 years of 
age at the time of diagnosis while the old- 
est was 90. The average age was 54.1 
years. Of the total series, 53.7 per cent 
fal into the two decades between 40 and 
59. 

Interval from First Symptom to Treat- 
ment.—The length of time between the pa- 
tient’s first symptom referable to the mam- 
mary gland and the seeking of medical 
advice is shown below. This information 
was available in 437 cases. 

A point of interest in this regard also 
arises if the ten-year period (1940-1949) 
is divided into two periods, as in Table 6. 

In the second five-year period (1945- 
1949) a much higher percentage of tumors 
appeared earlier (i. e., after a shorter in- 
terval between the onset of symptoms and 
the institution of treatment), and a rela- 
tively smaller group of patients carried on 
for longer periods before seeing a doctor. 

This, to my mind, indicates that educa- 
tion of the public as to the possibility and 
danger of cancer is succeeding, for it is 
only in the past few years that widespread 
publicity has been given to this extremely 
serious problem. 
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TABLE 1.—Sites of Mammary Carcinoma 


Number of Cases Percentage 


TABLE 2.—Local Distribution of Tumor 


Percentage 
54.54 


Quadrant Number of Cases 
Upper outer 

Upper inner 14.06 
Lower outer 11.25 
Lower inner 9.52 
Deep to nipple 7.57 
Multiple 3.03 


TABLE 3.—Relation of Location of Tumor to 
Axillary Note Involvement at Time of Radical 
Mastectomy 


Total Number 
of Cases 


Axillary 
Location Node Involvement Percentage 
Upper outer 

Upper inner 

Lower inner 

Lower outer 

Deep to nipple.... 21 


Multiple 


Pathologic Observations. — During the 
period covered by this survey, the classi- 
fication and grading of mammary malig- 
nant tumors employed by the pathologists 
varied. In the last five years of the sur- 
vey the classification used has been that 
described by Foote and Stewart,! which 
originated at Memorial Hospital. Conse- 
quently it was considered necessary, for 
the sake of uniformity within this paper 
and for the sake of an adequate and satis- 
factory follow-up from the point of view 
of the hospital itself, to reclassify all the 
mammary tumors surveyed in this presen- 
tation. In conjunction with Dr. J. C. Wilt 
of the Department of Pathology, Winnipeg 
General Hospital, I have reviewed all the 
microscopic slides and pathologic reports 
on these cases and reclassified them accord- 
ing to the criteria set forth by Foote and 
Stewart. 


This classification is based on the histo- 
logic forms of mammary carcinoma. Gross 
characteristics are not necessarily related 
to microscopic types and consequently are 
not considered. The so-called inflammatory 
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carcinoma and “carcinoma en cuirasse,” 
have no specific histologic structure and 
are not included in this reclassification. 

The classification is based on the histo- 
logic site of origin of the tumor ; the nipple 
has been taken as the beginning point at 
the one extreme, followed by the duct sys- 
tem and then by the lobule. Finally, certain 
rare histologic types that do not fit in with 
the criteria just established are grouped 
separately. 


1. Nipple—Paget’s Disease of the Nip- 
ple (Fig. 1): With this condition, as a 
rule, there is also an underlying malignant 
growth in the duct system. Histologically 
the skin of the nipple shows the typical 
large pale vacuolated cells known as Paget 
cells in the rete pegs of the epidermis. 
These cells have hyperchromatic nuclei, 


TABLE 4.—Age Distribution 


Number of Cases Percentage 


TABLE 5.—Interval Between First Symptom 
and Treatment 


interval Number of Cases Percentage 
Under 1 week 

1 week to 1 month 

1 month to 3 months 

3 months to 6 months 

6 month to 1 year 

1 year to 2 years 

2 years to 5 years 


Over 5 years 


TABLE 6.—Interval for Five-Year Periods 


Interval Total 1940-1944 % 1945-1949 % 
Under 1 week 29.5 70.5 
1 week to i month 30.3 69.7 
1 month to 3 months....89 32.5 67.5 
3 months to 6 months..76 48.6 51.4 
6 months to 1 year 60.0 40.0 
1 year to 2 years 41.0 59.0 
2 years to 5 years........ 43.7 56.3 
Over 5 years 62.5 37.5 


49.64 
49.07 

1.6 
26.9 
22.5 

10.6 
1.4 
1.8 
3.6 
431 


JOURNAL OF THE INTERNATIONAL COLLEGE OF SURGEONS 


and some of them usually show mitotic 
figures, This, in conjunction with one of 
the forms of underlying duct carcinoma, 
justifies the diagnosis of Paget’s disease 
of the nipple. 

2. Carcinoma of the Mammary Ducts.— 
Noninfiltrating Intraductal Carcinoma 
(Fig. 1B): The essential feature of this 
condition is that, microscopically, the dis- 


Fig. 1.—A, Paget’s disease of the nipple (x175). 

The underlying duct carcinoma that was present 

is not seen in this photomicrograph. B, intra- 

ductal carcinoma (x40). Cellular atypism is con- 
fined entirely to the duct lumen. 
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ease is limited solely to the mammary duct 
system, with no evidence of infiltration 
through the basement membrane or into 
the surrounding breast tissue. There must 
be solid plugging of the involved ducts 
with cells that show evidence of cellular 
atypism—large, hyperchromatic and show- 
ing loss of polarity. Characteristically, 
these solid cores of cells also show central 
necrosis, which constitutes the basis of 
the diagnosis of “‘comedo carcinoma.” 

Papillary Intraductal Carcinoma: Here 
the noninvasive characteristics are also es- 
sential, but the intraductal tumor is less 
solid than the type previously described. 
There is typical papillary hyperplasia of 
duct epithelium, which is heaped up in 
finger-like projections and usually does 
not possess a vascularized stalk. Eventv- 
ally these papillary projections may fill 
the lumen so as to make difficult the differ- 
entiation from noninfiltrating intraductal 
carcinoma. These projections presumably 
arise from preexisting intraductal papil- 
lomas. 

Infiltrating Carcinoma. — Infiltrating 
Papillary Duct Carcinoma (Fig. 2A) : This 
is merely a later phase in the aforede- 
scribed process. The papillary qualities 
within the duct are still maintained, but 
evidence of infiltration, i. e., permeation of 
basement membrane with periductal in- 
filtration, is present. 

Infiltrating Duct Carcinoma (Fig. 2B): 
This is by far the commonest form of 
mammary carcinoma and group takes the 
place of-the so-called scirrhous tumor. It 
includes a fairly wide variety of histo- 
logic appearances. As would be exrected. 
evidence of duct origin of the tumor must 
be present. From that point on, many var- 
iations of infiltrative tactics may be seen. 
The common type is infiltration by groups 
of pleomorphic hyperchromatic cells, sur- 
rounded by various degrees of productive 
fibrosis. In the higher-grade tumors the 
cells may be present singly or in a single 
row, may show marked anaplasia and may 
be completely engulfed in fibrous tissue. 

The following three types are special 
varieties of the duct carcinoma: 

Adenocarcinoma (Fig. 3): This again 
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is of duct origin, in which the infiltrating 
tumor has retained a glandular pattern 
throughout. 

Bulky Mammary Carcinoma (Fig. 6): 
This term, originated by Foote and Stew- 
art and used in this hospital, is also known 
as medullary carcinoma. It is character- 
istically composed of large oval, rounded 
or polygonal cells with large, vesicular 
nuclei and abundant basophilic cytoplasm, 
commonly arranged in broad plexiform 
sheets of cells. There usually is also mod- 
erate to marked lymphocytic infiltration. 
Grossly the tumor is quite large, hence 
the term “bully.” This combination of 
solid sheets of large cells and lymphoid 
stroma indicates the diagnosis of bulky 
mammary carcinoma. 

Colloid Carcinoma (Fig. 7) : This tumor 
is often difficult to diagnose, for it neces- 
sitates minute differentiation between any 
colloid appearing in the “adenocarcinoma” 
type and that associated with a true col- 
loid carcinoma. The diagnosis is usually 
made on the appearance of a large quanti- 
ty of colloid material, together with evi- 
dence of infiltrating duct characteristics. 

3. Carcinoma of Mammary Lobules.— 
Noninfiltrating Carcinoma: This type rep- 
resents the so-called lobular carcinoma in 
situ. It is usually unrecognized and is com- 
paratively rare. It is not represented in 
this series. The diagnosis is made on the 
appearance of large areas of mammary 
lobules, with a loose piling up of the cells 
within the lobules until the lumen is ob- 
literated. The cells are usually similar in 
size but show great variation in shape. As 
would be expected, no evidence of infiltra- 
tion is present. It is commonly secn in con- 
junction with infiltrating lobular carci- 
noma. 

Infiltrating Lobular Carcinoma (Fig. 
8) : This diagnosis is made on the appear- 
ance of infiltration from a tumor of lobular 
origin. The characteristics listed for lobu- 
lar carcinoma in situ are present, in addi- 
tion to which infiltration, in the form of 
threadlike strands of malignant cells dis- 
persed in a fibrous matrix, is present. The 
cells are medium sized and are commonly 
elliptic or spindle-shaped. They show uni- 
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form staining properties. The diagnosis 
is difficult unless there is evidence of lobu- 
lar carcinoma in situ. 

Foote and Stewart have carried their 
recent classification further to include rel- 
atively rare carcinomas. However, as such 
growths are not represented in the present 
series, the criteria for classification will 
not be dealt with here. ; 


Fig. 2.—A, infiltrating papillary duct carcinoma 

(x62). Note the papillary formation within the 

lumen, with infiltration at the base. B, infiltrating 

duct carcinoma, Grade II (x150). Infiltration by 

groups of malignant cells surrounded by produc- 
tive fibrosis. 
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Grading.—One of the main objects in 
reexamination of all the slides was to make 
sure that the grading of the tumors would 
be consistent. The following criteria were 
used: 


Grade II: This was taken to be the 
standard grade for carcinomas of ductal 
origin. The terminology implies a fairly 
standard regular appearance of the infil- 
trating process: moderate hyperchroma- 
tism, mitotic figures, little irregularity in 
cell shapes, etc.; i. e., little evidence of 
marked anaplastic characteristics. Falling 
into this group are the following classifica- 
tions: 


Infiltrating duct carcinomas.................. Most Cases 
Bulky mammary carcinoma...................... 
Infiltrating papillary duct carcinoma.... 


Grade III: In this group there is a 
more definitely anaplastic picture than in 
tumors of Grade II. It is used for some 
cases of infiltrating duct carcinoma in 
which marked cellular irregularity is pres- 
ent, with linear streaking of the infiltrat- 
ing cells in single columns, marked evi- 
dence of anaplastic properties and, in 
extreme cases, an almost acellular picture 
in a dense fibrous framework. The group 
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tern of the infiltration is evident. 
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The glandular pat- 


TABLE 7.—Pathologic Picture 


Diagnosis Number of Cases Percentage 
Infiltrating duct carcinoma, 

Grade II : 359 65.4 
Infiltrating duct carcinoma, 

Infiltrating lobular carcinoma, 

Bulky mammary carcinoma, 

Adenocarcinoma, Grade II...... 19 3.5 
Colloid carcinoma, Grade II.. 9 1.6 
Intraduct carcinoma .............. 24 4.4 
Infiltrating papillary duct 

carcinoma, Grade II............ 1.6 
Papillary intraductal 

No pathologic diagnosis.......... 26 4.7 
Paget’s disease of the nipple.. 5 0.9 


*This group includes those cases in which there was not 
sufficient microscopic material to classify the tumor. 


also includes all the infiltrating lobular 
carcinomas. 

Staging.—For the purpose of this paper, 
the various classifications and gradings 
have been placed in two main stages. In 
those cases in which radical mastectomy 
was performed, Stage I is reserved for 
carcinomas that showed axillary mode me- 
tastases and Stage II for those in which 
the axilla is involved in the malignant 


Fig. 3.—Adenocarcinoma, Grade II (x90). iy 
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process, as proved by microscopic section. 
No stage has been applied to carcinomas 
treated by simple mastectomy or biopsy. 
Tumors considered inoperable when first 
seen have also not been included in the 
staging process. 

Pathologic Diagnoses.—Table 7 indi- 
cates the pathologic diagnoses in the 545 
cases covered in this survey. 


Fig. 4.—A, bulky mammary carcinoma, Grade ‘II 

(x175). Characterized by broad sheets of large 

cells. Lymphoid stroma is minimal in this photo- 

micrograph. B, Colloid carcinoma, Grade II 

(x60). Large areas of colloid, with collections of 
malignant cells. 
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From this table it can be seen that the 
vast majority of carcinomas in this series 
were of ductal origin. 

Carcinoma of lobular origin accounts 
for 8 per cent, while carcinoma of ductal 
origin accounts for 85.5 per cent of all the 
tumors. 

Operations.—Of the total series of 545 
carcinomas of the female breast, 448, or 82 


Fig. 5.—A, infiltrating lobular carcinoma, Grade 

III (x300). Infiltration in threadlike strands dis- 

persed in a fibrous matrix. B, infiltrating duct 

carcinoma, Grade III (x90). Infiltration is in the 

form of linear streaks; cells are more pleomorphic 
than those shown in Figure 4. 
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per cent, were treated primarily by radical 
mastectomy. Fourteen, or 2.5 per cent, 
were treated by forms of modified Halstead 
procedures, in which the axilla was dis- 
sected, but the pectoralis muscles left in- 
tact, forty-six, or 8.4 per cent, were treated 
by simple mastectomy. Of this group, 27 
(58.7 per cent), were treated for palliation 
only, while 19 (41.3 per cent), were treated 
for cure. The tumors in the remaining 
37 cases were considered inoperable when 
first seen. Of these, biopsy for confirma- 
tion of the diagnosis was performed in 13 
cases, while in the remaining 24 cases no 
operative procedure was considered. 

Operative Mortality.—Of the 448 cases 
in which radical mastectomy was _ per- 
formed in this series, 3 have been recorded 
as ending in postoperative death, an opera- 
tive mortality of 0.66 per cent. The overall 
operative mortality rate for the three ma- 
jor operative procedures—radical mastec- 
tomy, modified Halstead procedures and 
simple mastectomy—was 0.57 per cent. 

This mortality rate compares favorably 
with other published figures,? as shown in 
Table 8. 

Follow-Up: In obtaining follow-up re- 
ports on the cases represented in this 
series, I acknowledge the invaluable as- 
sistance of the Manitoba Cancer Relief 
and Research Institute. Through the files 
and follow-up services of this institution, 
91.5 per cent of the 545 cases have been 
followed successfully. 

For the purposes of using adequate sur- 


TABLE 8.—Comparative Mortality Rates 
Operative 
Cases Mortality. % 


Lee, B. J. 

Memorial Hospital, New York 217 0.9 
Mathews, F. S. 

St. Luke’s Hospital, New York 218 1.3 
White, Wm. J. 

Roosevelt Hospital, New York 150 2.9 
Pack, G. T. and Livingstone, E. M, 

Memorial Hospital, New York 130 0.7 


Smith, G. Van S. and 
Bartlett, M. K. 


Free Hospital, Boston.............. 164 1.3 
Lane, Clayton — 

British Health Ministry........... 2006 3.0 
McLure, R. D. 


Henry Ford Hospital, Detroit.. 150 4.0 
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Overall Survival: 


TABLE 9.— Survival Rates 


5-Year Total Number 5-Year 
Survival of Cases Survival Rate, % 


Axillary nodes 


85 115 - 73.9 
Axillary nodes 
involved .................. 37 137 
Axillary nodes 
not removed ....... 17 _40 42.5 
139 292 


vival rates, five-year survivals only are 
presented, as advocated by Pack and Liv- 
ingstone. Consequently, cases appearing 
in the first six years of this series, i. e., 
1940 to 1945 inclusive, are included in the 
survival reports. These cases totalled 325. 
of which 19 (5.8 per cent) are untrac<d. 
Of the remaining 306 patients, 14 undcr- 
went no surgical treatment, the tumors 
being considered too far advanced fcr 
treatment when first seen. This leaves 292 
cases on which complete follow-up studies 
were available. 


Survival Rates: The five-year survival 
rate for patients treated by radical mastec- 
tomy from 1940 to 1945 inclusive was 48.4 
per cent. The cases in which no operation 
was carried out are not included. If these 
are added, the five year survival rate is 
decreased to 44.5 per cent. 

The relation of survival rates to axil- 
lary node involvement is revealing, In 
those cases in which the axillary nodes 
were not involved, 85 of 115 patients were 
alive at the end of five years—a survival 
rate of 73.9 per cent. If the axillary nodes 
were involved by tumor, only 37 of 137 
patients, or 27 per cent, survived. 

During this time, 37 patients were 
treated by simple mastectomy. The three- 
year survival rate in this group was 4.25 
per cent. Of the 19 patients who were sub- 
jected to the procedure in the hopes of 
achieving a cure, 16 were still alive at the 
end of five years. All of the tumors in these 
16 cases were all intraductal carcinomas. 
One of the remaining 20 patients who un- 
derwent surgical treatment for palliative 
purposes is still alive. 


Five-Year Survival with Reference to 
Diagnosis: Table 10 presents the survival 
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TABLE 10.—Tumor Type and Survival Rates 


Diagnosis 


5-Year 
Survival Percentage 


Infiltrating duct carcinoma, Grade II, Stage 1 
Infiltrating duct carcinoma, Grade II, Stage 2 


Infiltrating duct carcinoma, Grade 


Infiltrating duct carcinoma, Grade III, Stage 1 


Infiltrating duct carcinoma, Grade III, Stage 2....... 


Infiltrating duct carcinoma, Grade III 


56 76.7 
32 30.4 
33.3 

1 20.0 


Infiltrating lobular carcinoma, Grade III, Stage 1......... ae 
Infiltrating lobular carcinoma, Grade III, Stage 2........ 


Infiltrating lobular carcinoma, Grade III 
Bulky mammary carcinoma, Grade II, Stage 1 
Bulky mammary carcinoma, Grade II, Stage 2 
Bulky mammary carcinoma, Grade II 
Adenocarcinoma, Grade II, Stage 1 
Adenocarcinoma, Grade II, Stage 2 
Adenocarcinoma, Grade II... 

Colloid carcinoma, Grade Il, ‘Stage ‘‘. 

Colloid carcinoma, Grade II, Stage 2 

Colloid Carcinoma, Grade II 

Intraductal carcinoma 


Infiltrating papillary duct carcinoma, Grade II, Stage 1 
Infiltrating papillary duct carcinoma, Grade II, Stage 2 


Papillary intraductal carcinoma 
Carcinoma, Stage 1 

Carcinoma, Stage 2 

Carcinoma 


*Operative treatment in which the axilla was not dissected. 


TABLE 11.—Survival Rates as Related to Separate Pathologic Diagnoses 


Diagnosis 


5-Year 


Survival Percentage 


Infiltrating duct carcinoma, Grade II 
Infiltrating duct carcinoma, Grade III 
Infiltrating lobular carcinoma, Grade III 

Bulky mammary carcinoma, Grade II 
Adenocarcinoma, Grade II 

Colloid carcinoma, Grade II 

Intraduct carcinoma 

Infiltrating papillary ‘duct carcinoma, Grade a. 
Papillary intraductal carcinoma 
Carcinoma 


rates for all cases during the period 1940 
to 1945 inclusive, with special reference 
to pathologic diagnosis. 

If Table is condensed to report the sur- 
vival rate for each separate pathologic 
diagnosis only, without regard to axillary 
node involvement, the results are as shown 
in Table 11. 

Survival with Reference to Location of 
Tumor.—The five-year survival rates with 


96 


reference to the location of the tumor are 
given in Table 12. 

Irradiation Therapy.—During the peri- 
od of this study, no specific rules were es- 
tablished with regard to irradiation. As 
stated in the introduction, the patients 
were treated by various members of the 
Honorary Attending Surgical Staff of this 
hospital in both public and private wards. 
Consequently, the question of irradiation 


| 
8 1 12.5 a 
13 92.9 
« 
47.5 
4 40 
1 100 
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was resolved by a personal decision on the 
part of the surgeon responsible for the case. 

Of the 306 traced patients appearing in 
our records during the years 1940 to 1945 
inclusive, 9 were treated by irradiation 
alone. All had far advanced malignant 
tumors with multiple osseous and soft tis- 
sue metastases. Apart from palliation and 
relief of pain, no favorable results were 
achieved. 

Of the remaining 297 patients, 100, or 
33.6 per cent, were treated by preoperative 
and/or postoperative roentgen therapy, in 
addition to radical mastectomy or simple 
amputation. 

The technic of roentgen therapy was 
fairly constant during this period. Pre- 
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operatively, the involved breast and the 
corresponding axilla were each treated 
through two ports, 10 by 10 cm.; 200 kilo- 
volts, with filtration of 1.5 mm. of copper 
and 0.5 mm. of aluminum. A total dose of 
close to 8,000 r measured in air was de- 
livered. Postoperatively the chest wall, 
the axilla and the corresponding supracla- 
vicular area were treated through three 
ports by a similar technic, with an average 
total dose of 5,000 to 7,000 r measured in 
air. 

In a series as small as this, statistical 
results are not accurate and in fact may 
be misleading. However, for completeness 
the results of irradiation may be tabulated 
(Table 15). 


TABLE 12.—Five-Year Survival Rates with Reference to Tumor Location 


Axillary 
Nodes Clear 
Survival 


Quadrant Cases 


Cases 


Axillary 
Nodes Involved Total 
Survival 


Survival Cases 


43 
13 
6 
10 
4 


Upper outer 63 
Upper inner 

Lower inner 

Lower outer 

Deep to nipple 


70 
13 


63 
16 
6 
14 
5 


133 
33 
20 
25 
20 


20 

3 
6 
7 
6 


0 
4 
1 


TABLE 13.—Survival with Reference to Duration of Disease Prior to Treatment 


Axillary 
Nodes Clear 
Survival % 


Interval 


Cases 


Axillary 
Nodes Involved 
Surviv 


66.6 
68.1 
60 

69.5 
46.6 


4 
15 
15 
16 
14 

6 

2 


Under 1 week 

1 week—1 month 

1 month—3 months 
3 months—6 months 
6 months—1 year 

1 year—2 years 

2 years—5 years 
Over 5 years 


5 


18 
17 
24 
20 


TABLE 14.—Survival with Reference to Age Groups 


Axillary 
Nodes Clear 
Survival 


Decade % 


Cases 


Axillary 
Nodes Involved 
Survivi 


Total 
Survival 


50 

76.4 
87.9 
76.4 
60.8 
57.1 


1 
7 


*No patients in this age group were treated by radical mastectomy. 
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TABLE 15.—Results of Irradiation Therapy 


Number 5-Year 
of Cases Survival % 


Stage 1—Axillary Nodes Clear 
Preoperative irradiation ..... 4 25 
Postoperative irradiation .. 18 66.6 


Stage 2—Axillary Nodes Involved 
Preoperative irradiation .... 7 14.3 
Postoperative irradiation .. 63 22.2 


Simple Amputation 
Preoperative irradiation .... 3 33.3 
Postoperative irradiation .. 5 40 
31 


Thus, in 100 cases, the overall five-year 
survival rate with preoperative and/or 
postoperative irradiation was 31 per cent, 
as compared with 44.5 per cent for the 
complete series. 


SUMMARY 


A series of 546 cases of mammary car- 
cinoma treated at the Winnipeg General 
Hospital is analyzed. The average age of 
the patients was 54 years. The incidence 
of carcinoma for two breasts was similar. 
Fifty-five per cent of the tumors were 
located in the upper outer quadrant. 

Radical. mastectomy as originally de- 
scribed by Halstead was performed as pri- 
mary treatment in 84 per cent of the cases 
studied. The operative mortality rate for 
the series was 0.66 per cent; 91.5 per cent 
cent of the patients have been followed up 
from the time of operation to the end of 
1950. The overall five-year survival rate 
was 44.5 per cent. In cases in which the 
axillary nodes were not involved in tumor 
(Stage 1) the five-year survival rate was 
73.9 per cent. 

In cases in which the axillary nodes 
were involved (Stage 2) the five-year sur- 
vival rate was 27 per cent. In 100 cases 
in which either preoperative or postopera- 
tive irradiation was employed, a five-year 
survival rate of 31 per cent was estab- 
lished. The survival rate with specific re- 
gard to the microscopic diagnosis is pre- 
sented in tabular form. 


CONCLUSIONS 


Carcinoma of the breast is commonest 
between the ages 40 and 59 and is uncom- 
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mon before the age of 30. The vast ma- 
jority of mammary carcinomas arise from 
the duct system of the breast. 

Neither the situation of the tumor nor 
the age of the patient appears to affect 
the prognosis to any marked degree. The 
prognosis is shortened, however, as the 
duration of the disease increased. 

Medical education of the public as to the 
importance of breast masses has proved 
effective, since patients are now seeking 
medical advice earlier in the development 
of the disease. 


Author’s Note: I wish to acknowledge the help 
that I have received during this investigation, 
expressing thanks to Dr. J. C. Wilt, Assistant 
Pathologist, Winnipeg General Hospital, for his 
helpful advice and essential aid in reviewing all 
the microscopic sections of this series; to the 
Manitoba Cancer Relief and Research Institute, 
and especially Mrs. McDonald and Miss Arnason, 
for the follow-up services on this series; to the 
Records Staff of the Hospital and to the Patholo- 
gy secretaries for aid in obtaining necessary 
charts and sections; to the Honorary Attending 
Staff of the Hospital, whose cases I have used, 
and to Dr. N. P. Merkeley for his advice and 


criticism. 
RESUMEN Y CONCLUSIONES 


Se analiza una serie 546 casos de car- 
cinoma mamario tratados en el Hospital 
General de Winnepeg. La edad promedio 
de los pacientes fué 54 afios. La incidencia 
de carcinoma en las doso mamas fué simi- 
lah. Cincuenta cinco por ciento de los 
tumores se localizaron en cuadrante supero 
externo. 

En el 84 por ciento de los casos estudia- 
dos se empled como tratamiento primario 
la mastectomia radical en la forma origi- 
nal descrita por Halstead. El grado de 
mortalidad operatoria fué de 0.66 por ci- 
ento, habiéndose seguido desde el tiempo 
de la operacion hasta fines de 1950 al 91.5 
por ciento. En los casos con complica- 
ciento sobrepasaron los cinco anos de su- 
pervivencia. Los casos en los que no hubo 
nédulos axilares (Estadio 1), el grado de 
supervivencia de cinco anos fué de 73.9 
por ciento. En los casoos con complica- 


-cién de ganglios axilares (Estadio 2), el 


grado de supervivencia de cinco anos fué 
de 27 por ciento. En 100 casos en los que 


: 
« 
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se uso irradiacion preoperatoria 6 post- 
operatoria se establecié 31 por ciento de 
supervivencia a los cinco anos. Se pre- 
senta en forma de cuadro el grado de su- 
pervivencia en relacién al diagnostico 
microscopico. 

El carcinoma mamario es comtn entre 
los 40 y los 59 afios y raro antes de los 
30 anos. La gran mayoria de los carci- 
nomas mamarios se originan de] sistema 
canalicular del seno. 

Ni la situacion del tumor ni la edad del 
paciente parecen afectar el prondstico 
apreciablemente. Sin embargo, el pronds- 
tico se acorta conforme aumenta la du- 
racion de la enfermedad. 

La educaciOn publica como la impor- 
tancia de las tumoraciones mamarias ha 
probado ser efectiva, ya que los pacientes 
buscan actualmente atencion médica mas 
precozmente en el desarrollo de la enfer- 
medad. 


ZUSAMMENFASSUNG UND SCHLUSSFOLGERUNGEN 


Es wird eine Serie von 546 Faellen von 
Brustdruesenkarzinom, die im Winnipeg 
General Hospital behandelt wurden,ana- 
lysiert. Das Durchschnittsalter der 
Kranken betrug 54 Jahre. Das Karzinom 
trat in beiden Bruesten ziemlich gleich- 
maessig auf, 55% der Geschwuelste hat- 
ten ihren Sitz im oberen aeusseren Qua- 
dranten. 

In 84% der hier untersuchten Faelle 
wurde eine radikale Brustdruesenresek- 
tion, wie sie urspruenglich von Halstead 
beschrieben wurde, ausgefuehrt. Die Ope- 
rationssterblichkeit betrug in der vor- 
liegenden Serie 0,66% ; 91,5% der Kran- 
ken wurden vom Zeitpunkt der Operation 
ab bis zum Ende des Jahres 1950 weiter 
verfolgt. Die fuenfjaehrige Ueberlebens- 
periode wurde im Ganzen von 44,5% der 
Kranken erreicht. Von den Faellen, die 
keine Beteiligung der Achsellymphknoten 
aufwiesen (Stadium I), erreichten 73,9% 
die fuenfjaehrige Ueberlebensperiode. Von 
denen mit Beteiligung der Achsellymph- 
knoten (Stadium II) ueberlebten 27% die 
Fuenfjahresperiode. Unter 100 Kranken, 
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die entweder vor oder nach der Operation 
bestrahlt wurden, konnte in 31% eine 
fuenfjaehrige Ueberlebensperiode festge- 
stellt werden. Die Ueberlebensquote in 
Beziehung zum _ histologischen Befund 
wird in Tabellenform dargestellt.: 

Der Brustdruesenkrebs tritt am haeu- 
figsten im Alter zwischen 40 und 59 
Jahren und selten vor dem 30sten Jahre 
auf. Die grosse Mehrzahl der Karzinome 
hat ihren Ursprung im System der Brust- 
druesengaenge. 

Die Prognose aendert sich nicht nen- 
nenswert mit dem Sitz der Geschwulst 
oder mit dem Alter der Kranken. Die 
Lebensaussicht verkuerzt sich aber je 
laenger die Krankheit besteht. 

Die medizinische Aufklaerung der Oef- 
fentlichkeit hinsichtlich der Bedeutung 
von Geschwuelsten in der Brust hat sich 
insofern als wirksam erwiesen, als die 
Kranken aerztlichen Rat in einemen frii- 
eheren Stadium der Krankheit suchen. 


RESUME 


L’auteur analyse 546 cas de cancer du 
sein traités au Winnipeg General Hospital. 
L’age moyen fut de 54 ans; les deux seins 
étaient également intéressés; 55% des 
tumeurs siégeaient au quadrant supérieur 
externe. 

La technique de Halstead fut employée 
dans la proportion de 84% avec une mor- 
talité de 0.66%. Le taux de survie aprés 
5 ans fut de 44.5%. Dans les cas sans 
envahissement ganglionnaire, le taux de 
survie fut de 73.4%. Pour les cas avec 
envahissement, il fut de 27%. La radio- 
thérapie pré et post-opératoire donna 
aprés 5 ans une survie de 31%. Cette 
affection est commune et le public devrait 
étre éduqué afin de l’amener a consulter 
plus tot. 


RESUMO E CONCLUSOES 


O autor apresenta um estude pabseade 


em 546 casos de carcinoma da mama tra- 
tados no “Winnepeg General Hospital,” 
chegando a diversas conslus6ées, entre as 
quais; idade média verificada aos 54 anos, 
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incidencia igual as duas mamas, localiza- 
cao do tumor em 55% dos casos no quad- 
rante superior externo. 

A operacao radical preconizada pele 
Halstead foi utilizada como tratamente 
inicial em 84% dos casos observados, acus- 
ando uma mortalidade de 0,66% sendo 
91,5% das doentes accompanhadas desde 
a data da operacéo até 1950; a média de 
sdbrevida cinco anos de operacéo 
atingio 44,5%; nas doentes em que os 
ganglios axilares nao estavam comprome- 
tidos, foi verificada uma sdbrevida de 5 
anos em 73,9%, enquanto que nos casos 
em que os ganglios axilares estavam atin- 
gidos, a sobrevida de 5 anos alcancou ape- 
nas a 27% das doentes. Em 100 doentes 
nas quais a irradiacéo pre ou posopera- 
toria foi utilizada, observou-se uma sdébre- 
vida de 5 anos em 31% dos casos. 

Conclue ainda o autor o seu estudo, 
afirmando qque a idade media mais co- 
mum para diagnostico da enfermidade é 
aquela compreendida entre os 40 e 59 
anos, sendo pouco comum antes dos 30. 
Nem a idade da doente e taopouco a locali- 
zacao do carcindma parecem influir sébre 
0 prognostico das diferentes casos. 

Termina preconizando uma campanha 
de educagao do publico visando desperta- 
lo sObre a necessidade de um diagnostico 
precoce de vantagem inconteste no prog- 
nostico do carcinoma da mama. 


RIASSUNTO E CONCLUSIONI 


Vengono analizzati 546 casi de carcino- 
ma della mammella trattati al Winnepeg 
General Hospital. Le pazienti avevano in 
media 54 anni, La frequenza del carcino- 
ma fu uguale nelle du mammelle. I] 55% 
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dei tumori aveva sede nel quadrante su- 
pero-esterno. 

Nell’84% dei casi studiati si esegui, 
como trattamento primario, la mastecto- 
mia radicale secondo Halstead. La mortali- 
ta operatoria fu, nella serie, del 0,66% ; 
il 91,5% della pazienti é stata seguita dal 
momento dell’operazione fino alla fine del 
1950. Le media di sopravvivenza oltre 5 
anni fu del 44,5%. Nei casi in cui non vi 
erano metastasi ascellari (Stadio 1) la 
media di sopravvivenza ai 5 anni fu del 
73,9%. Nei casi in cui vi erano metastasi 
ascellari (Stadio 2) la media di sopravvi- 
venza ai 5 anni fu del 27%. In 100 casi 
si esegui, sia prima che dopo |’intervento 
operatorio, terapia radiante; la media di 
sopravvivenza ai 5 anni fu del 31%. 
La media di sopravvivenza, con particolar 
riguardo alla diagnosi microscopica, é pre- 
sentata in tabelle. 

Il carcinoma della mammella é frequen- 
te fra i 40 e i 59 anni, raro prima dei 30. 
La gran parte dei cancri mammari si 
origina dai dotti. 

La prognosi non viene ad essere influen- 
zata, in maniera apprezzabile, né dalla 
sede del tumore, né dalla eta della pa- 
ziente. In ogni modo la prognosi peggiora 
quanto pil! a lungo dura la malattia. 

E’ importante che il] pubblico sia edotto 
sul significato delle tumefazioni mammarie 
onde ottenere che le malate si rivolgano 
al medico nelle fasi piii precoci della ma- 
lattia. 
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Delay in Definitive Treatment of Carcinoma 


of the Bladder 


PERRY B. HUDSON, M.D.,* ALEX L. FINKLE, M.D.,** 
AND ARTHUR PURDY STOUT, M.D.+ 
NEW YORK, NEW YORK 


cult to select a program of treat- 

ment for tumors of the bladder, 
unnecessary delay of definitive therapy 
for any malignant growth is reprehensi- 
ble. The problems of case selection and 
appropriate therapy for each case exist. 
None the less, there must be some reason- 
able limit beyond which one cannot rely 
entirely upon continuing local therapy of 
vesical carcinoma, even though the tumor 
apparently remains confined to the blad- 
der. This generalization, in good con- 
science and with good reason, may apply 
to any type of local therapy, namely, ex- 
ternal, high voltage roentgen irradiation; 
radon or radium implantation; cautery ex- 
cision (either transurethrally or through 
an open cystostomy incision), or partial 
cystectomy. 

Marshall has reported treatment by 
radical cystectomy of vesical carcinoma 
inadequately controlled either by radio- 
therapy, repeated transurethral fulgura- 
tions or segmental resection.'! Basically, 
Jewett and Strong’s classification of such 
tumors? was utilized in Marshall’s publi- 
cation, although the latter author speci- 
fied additional criteria for preoperative 
evaluation of tumors. The duration of 
life of patients with variously treated 
bladder tumors has been heatedly de- 
bated.* However, differences in classifica- 


it is often initially diffi- 


*Assistant Professor of Urology and Damon Runyon 
Senior Clinical Research Fellow, Columbia University College 
of Physicians and Surgeons. 

**Resident in Urology, Francis Delafield Hospital. 

tProfessor of Pathology, Columbia University College 
of Physicians and Surgeons; Pathologist, Francis Delafield 
Hospital. 

From the Division of Urology and the Division of Pathol- 
ogy, Franvis Delafield Hospital, and the Institute of Cancer 
Research, Columbia University College of Physicians and 
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tion of the same tumor‘ confuse estima- 
tion of the results of treatment as much 
as do differences in type of treatment 
per se.5 

The present report describes 4 cases 
in which the patients with carcinoma of 
the bladder were abandoned as “beyond 
helpful treatment” at the time they were 
transferred to the Francis Delafield Hos- 
pital. In each instance, however, the tumor 
was still apparently confined locally, and 
simple cystectomy proved feasible. It 
should not be inferred from this remark 
that all 4 tumors were “curable.” It is 
emphasized that critical clinical and labo- 
ratory tests performed on these 4 pa- 
tients indicated the presence of localized 
vesical disease without demonstrable dis- 
semination. 

The following evaluations have been 
adopted in this institution as minimally 
necessary to support preoperative evalu- 
ation of local confinement of a bladder 
tumor: 

1. Negative results for roentgen exami- 
nations of the skeletal system and of the 
lung fields for metastatic lesions. 

2. Normal serum alkaline phosphatase 
activity. 

3. Negative results from bimanual (rec- 
to-abdominal or vagino-abdominal) palpa- 
tion as to fixation of the tumor or as to 
palpable, lateral spread of induration. 

Although cell blocks of urinary sedi- 
ment, cystoscopic investigation and con- 
trast cystographic studies are adjuncts to 
the other useful routine methods for de- 
tecting bladder tumors, none of these can 
indicate the degree of extension or the 
most suitable treatment of any individual 
lesion. 
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Transurethral biopsy of the tumor is 
mandatory. With the resectoscope, it is 
almost invariably easy to obtain evidence 
of muscle infiltration if it is present in 
the biopsy specimen. Prognosis, as well 
as initial therapy, is influenced by the 
histopathologic report on the transure- 
thrally removed specimen. Finally, since 
anesthesia (most feasibly induced by the 
spinal route) is used for bimanual palpa- 
tion, the transurethral biopsy specimen 
can be conveniently obtained at the same 
time. 

This system of evaluation has been ap- 
plied to the 4 cases reviewed in detail in 
this communication. 


REPORT OF CASES 


CASE 1.—M. E., a 65-year-old white married 
male shipping clerk, a native of Russia, was 
admitted to the Urology Service of the Francis 
Delafield Hospital on Feb. 13, 1951, as a trans- 
fer patient from another metropolitan hospi- 
tal. His past history was not remarkable ex- 
cept for hemorrhoidectomy performed in 1938. 

The pertinent urologic facts dated from 
1936, at which time frequency of micturition 
and a burning urethral sensation were sub- 
jectively noted. By 1938 the patient had be- 
gun to observe “purplish” discoloration of the 
urine. At that time he sought medical advice 
and was hospitalized for cystoscopy. Trans- 
urethral therapy of an unspecified type was 
instituted for “tumor of the bladder.” Again 
in 1941, cystoscopy and transcystoscopic ful- 
guration were performed. There was no fur- 
ther suggestion of bleeding until 1945, when 
dark clots of blood were passed per urethra. 
The patient was admitted to a hospital, but no 
definitive therapy was undertaken. A trans- 
urethral prostatic resection, transurethral re- 
moval of a biopsy specimen of the bladder 
tumor and suprapubic loop resection were 
carried out. Subsequently, the urine remained 
blood-free. Cystoscopic observations at three- 
month intervals were said to have yielded neg- 
ative results. In August 1949, severe fre- 


quency of urination required another period 
of hospitalization. Some “pills” were admin- 
istered, with considerable relief; detailed uro- 
logic examination was deferred. Four months 
later, after the urethral passage of a jelly- 
like clot, the patient gained hospital admission 
once more and was treated by transcystoscopic 
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Fig. 1.—Gross surgical specimen of bladder tu- 
mor in Case 1, cut sagittally (anteriorly), con- 
sisting of bladder, prostate and seminal vesicles. 
Anterior wall indurated to palpat.on. A fungat- 
ing purple-pink lesion 4.5 em. in diameter and 
2 cm. in height is located on anterior wall. A 
roughened, eroded area approximately 1 by 2 
cm., representing site of previous removal of bi- 
opsy specimen, appears on trigone. No other epi- 
thelial lesions observed. Prostate, seminal vesicles 
and a l-cm. segment of prostatic portion of ure- 
thra grossly normal. Diagnosis: Transitional cell 
epithelioma of urinary bladder. 


fulguration. Eight months after this, in 
August 1950, further gross hematuria en- 
sued; at that time, laparotomy and bilateral 
c..taneous ureterostomy constituted the thera- 
y~. Six months later, and fifteen years after 
the development of a lesion in the bladder, the 
patient was transferred to the Francis Dela- 
field Hospital, as a “hopelessly advanced case 
of bladder cancer.” 

The past history, family history and sys- 
temic review were not contributory to analy- 
sis of the patient’s status on admission <o this 
institution. Considerable physical and emo- 
tional distress attended the constant dribbling 
of urine from the cutaneous ureterostomies 
over the anterior abdominal wall. Skin cups, 
which had been used to collect the ureterosto- 
my urine, were regarded as unsatisfactory by 
the patient, and he had resorted to the use of 
towels worn in belt fashion to sop up the urine 
as it formed. 

Physical examination disclosed the patient 
to be stocky, healthy-looking and of a whining 
temperament. In each hypochondrium, in the 
anterior axillary line, ureterostomy ostia, each 
about 5 mm. in diameter and flush with the 
skin, were seen to spurt clear urine. The en- 
tire suprapubic skin was indurated and showed 
a brownish discoloration in the pattern of a 
roentgen grid. Healed scars were observed in 
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Fig. 2.—Photomicrographs of transitional cell epithelioma of urinary 

bladder (Case 1). A, solid, anastomosing cords of tumor cells extend- 

ing into bladder wall (x 30). External surface is at left. B, higher 

magnification (x 90) demonstrating group of tumor cells in an intra- 
muscular septum. 


each hypochondrium and in the suprapubic 
midline. The genitalia were normal. Rectal 
examination gave negative results except for 
enlargement of the prostate to one and one- 
half times its normal size. The consistency of 
the gland was normal. The skin over the sac- 
rum bore signs of roentgen grid therapy. 
Laboratory studies revealed only 6 Gm. of 


hemoglobin per hundred cubic centimeters of 
blood. There were 3,000,000 erythrocytes and 
5,900 leukocytes per cubic millimeter. The 
value for serum nonprotein nitrogen was 41 
mg., and that for total proteins 7.1 Gm., per 


hundred cubic centimeters. The carbon di- 
oxide combining power was 45 volumes per 
cent, and the value for sodium chloride was 
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104 milliequivalents per liter. A differential 
phenolsulphonphthalein test indicated excretion 
of 23 per cent of the dye from the right kid- 
ney and 27 per cent from the left in two hours. 
Intravenous pyelographic study demonstrated 
moderate bilateral hydro-ureteronephrosis, 
somewhat more pronounced on the right. 


By administration of whole blood and 
6:1,000 sodium lactate solution the blood pic- 
ture was brought to normal values within ten 
days. With the patient under low spinal an- 
esthesia, a biopsy specimen was obtained 
transurethrally and recto-abdominal bimanual 
palpation was performed. A large, fungating 
tumor occupying the base of the bladder and 
the right lateral wall proximal to the vesical 
neck was visualized. The extrinsic postradia- 
tion fibrosis made equivocal any palpable clini- 
cal evaluation as to extravesical extension of 
the tumor. The histopathologic report de- 
scribed ‘a moderately differentiated transi- 
tional cell epithelioma invading the muscu- 
laris.” 

On March 5 an exploratory laparotomy re- 
vealed neither distant metastases nor regional 
lymphatic involvement. A total cystectomy was 
done, during which considerable technical dif- 


ficulty was encountered as a result-of fibrosis 
from previous surgical procedures and radio- 
therapy. In addition to confirmation of the 
results of vesical biopsy, pathologic study 
showed an independent, microscopic carcinoma 
of the prostate, which, however, did not invade 
the fascia of the seminal vesicles. 


The postoperative course was uneventful. 
Granulation of the suprapubic midline inci- 
sion was incomplete: a defect of the wound 
edges persisted at a point located 1 inch (2.5 
cm.) below the umbilicus. Within thirty days, 
the value for serum nonprotein nitrogen rose 
progressively from 50 to 70 mg. per hundred 
cubic centimeters. On the thirtieth postopera- 
tive day a small furuncle developed near the 
right ureterostomy ostium and threatened to 
occlude that orifice. Local heat and oral aureo- 
mycin controlled this superficial infection 
within twenty-four hours. The patient was 
discharged from the hospital on April 27, 
having been held as an in-patient primarily 
because of difficulty in arranging outside con- 
valescent care. 

During the following three months he was 


observed in the Outpatient Clinic. The serum | 


nonprotein nitrogen remained continuously at 
a level of about 60 mg. per hundred cubic cen- 
timeters. The infra-umbilical wound defect 
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(superficial to the anterior rectus fascia) re- 
mained clean. A gradually advancing constric- 
tion of the right ureterostomy ostium pro- 
duced demonstrable progression of the hy- 
droureteronephrosis as seen by intravenous 
pyelographic study. This ostium was revised 
surgically on July 25, during a brief hospitali- 
zation. The dilatation of the upper part of the 
urinary tract then regressed somewhat. Until 
November the patient fared generally well. 
The value for serum nonprotein nitrogen re- 
mained at about 50 mg. per hundred cubic 
centimeters. The ureterostomy caliber was 
tested about once monthly by the retrograde 
passage of soft rubber catheters, and remained 
at 16 F. bilaterally. 

No evidence of residual tumor had been 
noted nine months after total cystectomy. 

A report from another metropolitan hospi- 
tal has just been received to the effect that 
the patient died on Dec. 4, 1951, of what ap- 
peared to be uremia. Although the events 
leading to the demise were not fully elucidated, 
untreated right ureterostomy obstruction was 
cited. Unfortunately, no autopsy was _ per- 
mitted. 

Gross and microscopic specimens of the tu- 
mor are shown in Figures 1 and 2. 

Comment.—It would be of interest to 
know how many of the several physicians: 
who treated this patient regarded him as 
cured. The various forms of therapy uti- 
lized did not influence the growth of the 
tumor. Surely, at some point in the case 
history, the inadequacy of the treatment 
employed should have become obvious. 

CASE 2.—J. B., a 62-year-old white married 
circus trapeze artist, retired, sought investi- 
gation by the Urology Service of this Hospi- 
tal on March 21, 1951, for intermittent hema- 
turia of twelve years’ duration. When, in 
1939, painless hematuria first appeared, a 
urologist observed a bladder tumor cysto- 
scopically (site not specified) and recom- 
mended operation. Treatment was refused by 
this inordinately stubborn patient. 

Hematuria ceased soon afterward. During 
the following ten years, small clots appeared 
in the urine about twice annually. The pa- 
tient’s general condition was unaffected, and 
he elected to ignore the urinary signs. 

During the two years just prior to the 
second admission, the frequency of passage of 
blood clots per urethra increased. For one 
month prior to the first hospitalization here, 
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large clots were voided regularly, often thrice 
daily, without local discomfort or generalized 
weakness. There had been no weight loss. 
Decrease of appetite of three years’ duration 
and a “mild decline of energy” during the 
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Fig. 3.—Vesical tumor removed at autopsy in 
Case 2, A, anterior view of bladder in contracted 
state, bisected lengthwise. A pink, papillary 
growth, 2 cm. in diameter at base, 3 cm. in diam- 
eter at dome and 3 em. in height, arises from left 
lateral wall. Epithelium underlying tumor normal 
in consistency; epithelium otherwise normal 
throughout. Prostate negligibly enlarged but re- 
vealed no malignant change. B, photomicrograph 
showing widely scattered transitional cells, with 
no invasion of muscularis. Papillary formation 
not evident in this section (x90). Diagnosis: 
Transitional cell epithelioma of urinary bladder, 
moderately differentiated. 


past two years were the only associated sys- 
temic complaints. A chronic cough, present 
for thirty years and attributed by the patient 
to excessive cigarette smoking, was cited in 
the history. 

Physical examination revealed the patient 
to be hale and muscular. He looked well and 
appeared to be only 50, rather than his stated 
age of 62 years. An 8 cm. area of dullness 
to percussion and auscultation was present in 
the hilar area of the right lung field, posteri- 
orly. No other relevant physical signs were 
noted. The prostate was normal to palpation 
and was thought to be only slightly enlarged. 

Urinalysis disclosed albuminuria (reaction, 
3 plus), with 145 red and 5 or 6 white blood 
cells per high power field. The blood hemo- 
globin level was 12.8 Gm. per hundred cubic 
centimeters and the red blood cell count 4,690,- 
000 per cubic millimeter. The differential 
count was normal. The value for serum non- 
protein nitrogen was 33 mg. per hundred cubic 
centimeters; other laboratory investigations 
gave normal results. Cystoscopic study re- 
vealed a fungating papillary bladder tumor 
with a base measuring about 2 cm., located on 
the left lateral wall, about 2 cm. lateral and 2 
cm. superior to the left ureteral orifice. Intra- 
venous urographic study indicated normal up- 
per urinary tracts and a filling defect on the 
left bladder wall. Routine roentgenograms of 
the chest disclosed a right paramedial hilar 
mass of homogenous density; this was in- 
terpreted as a primary bronchogenic tumor 
rathen than a metastatic lesion from the blad- 
der neoplasm. 

With the patient under spinal anesthesia, 
on March 26, a biopsy specimen of the bladder 
tumor was taken transurethrally and a recto- 
abdominal bimanual examination was done. 
A histopathologic report of “transitional cell 
epithelioma, moderately differentiated, with 
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deep muscular invasion” was rendered. No 
extravesical extension of the tumor could be 
found by palpation. 


A bladder operation of any kind was flatly 
rejected by the patient. He finally consented 
to external irradiation of the bladder with 
the 2,000,000 volt unit. In preparation for this 
treatment, a localization cystogram was made 
in all views, with the bladder empty and filled, 
to permit calculation of port direction and 
tumor dose. Between March 27 and May 6, 
radiotherapy totaling 3,000 r was given over 
a twelve-day period through 1 anterior and 
2 posterior pelvic ports. During this period 
a 6 cm. right supraclavicular mass developed, 
as did anorexia and a loss of 5 pounds (2.3 
kg.) in weight. On April 13 distention of the 
neck veins supervened, and within five days 
a full-blown superior mediastinal syndrome 
was obvious. This situation was treated symp- 
tomatically and by administration of 1,500 r 
tumor dose in a ten-day period with the 2,000,- 
000 volt radiotherapy unit. Biopsy of the right 
supraclavicular mass was refused by the pa- 
tient. Subjective respiratory improvement en- 
sued within three days, and the right supra- 
clavicular mass disappeared almost completely 
within one month. Roentgenographic exami- 
nations of the right hilar lesion demonstrated 
some extension of the tumor, and pleural effu- 
sion with slight elevation of the right hemi- 
diaphragm appeared between mid-April and 
mid-May. 

Aside from slight dysuria and blood-tinged 
urine at every micturition, the patient re- 
mained remarkably free of symptoms from 
his bladder tumor until August. Blood counts, 
chemical tests of the blood and urine cultures 
gave normal results. 

No further hospital visits were made be- 
tween mid-July and the patient’s death at 
home on September 20. In the final month of 
life marked anorexia, weakness, weight loss. 
dysuria and hematuria were prominent, and 
were controlled only partially by ever-increas- 
ing doses of morphine. 

Autopsy was performed at this Hospital 
about 9 hours after death by Dr. Mitchell W. 
Heinemann: 

The body was cachectic. A small sacral 
decubitus ulcer was seen. The right side of 
the diaphragm was not elevated. The edge 
of the liver extended 8 cm. below the xyphoid 
process. No gross hepatic metastases were 
present. 

About 2,000 ce. of slightly cloudy, gelatinous 
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clot was observed in the right pleural space; 
the lung was collapsed, but at the apex it was 
densely adherent to the pleura. A large mass 
involving the upper portion of the right lung 
was seen extending into the hilar region but 
not producing mediastinal shift. Tumor mass 
completely surrounded the right upper main 
bronchus, wholly destroying the bronchial wall 
and obstructing the lumen with soft, necrotic 
tissue. The adjacent tracheal wall, to the cari- 
na medially and 2 cm. above the carina la- 
terally, was invaded by tumor tissue and was 
partially ulcerated. The lung tissue distal to 
the mass showed a softened necrotic area re- 
sembling an abscess, though without a fixed 
confining wall. A large mass of lymph nodes 
was observed in the space below the bifurca- 
tion of the trachea. The left lung was normal. 

Just above the right auricle a mass of hard 
tissue compressed and completely obstructed 
the inferior vena cava. 

In the bladder, a pink papillary mass 3 cm. 
in diameter was seen to arise from the left 
lateral wall by a base 2 em. in diameter, lo- 
cated 2 cm. lateral and 2 cm. superior to the 
left ureteral orifice. The muscular wall under- 
lying the tumor was not increased in consis- 
tency. The bladder epithelium was otherwise 
smooth. The ureters and ureteral orifices were 
normal; there was no obstruction. 

The prostate was slightly enlarged. The 
seminal vesicles were normal in size, shape and 
form. 

On the lateral surface of the left kidney an 
ivory-yellow mass 2 cm. in diameter was seen 
protruding from the surface in the midline 
and extending into the kidney parenchyma 
for approximately 1.5 cm. No inflammatory or 
hydronephrotic reaction was present nearby. 


The adrenal glands were of normal size, but 
the right was distorted by a mass of ivory- 
colored tissue 1 cm. in diameter, located at 
one pole. 

Three small (0.5 cm. in diameter, each), 
acute, shallow stomach ulcers were noted 
along the lesser curvature. Microscopically, 
at the base of the largest of the three ulcers, 
there were tumor cells similar to those of the 
lung tumor. 

The final diagnoses (based on tissues of in- 
terest, including the histopathologic speci- 
mens), was carcinoma of bronchus (right, 
middle and upper), poorly differentiated, with 
metastases to the mediastinum and in the 
mediastinal lymph nodes, the right adrenal 
gland, the stomach, the left renal cortex and 
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Fig. 4.—Surgically removed bladder in Case 3 
hemisected anteriorly. Multiple epithelial tumor 
growths observable on all surfaces of organ. Larg- 
est tumor located at right lateral wall, just su- 
perior and lateral to ureteral orifice, Left ure- 


teral orifice unobscured. Perivesical adipose 
tissue grossly normal. Diagnosis: Papillary tran- 
sitional cell epithelioma of urinary bladder. 


the right retroperitoneum, following carcino- 
ma of the lung; transitional cell epithelioma 
of the urinary bladder, poorly differentiated, 
penetrating into the muscularis; chronic cys- 
titis, and chronic prostatitis. 

Gross and microscopic specimens of the 
bladder tumor are shown in Figure 3. 

Comment—This was a case of lethal 
obstinacy on the part of the patient. When, 
however, surgical intervention was first 
refused, roentgen therapy could have been 
instituted at once, and it might well have 
altered the course of the disease. The de- 
velopment of a primary bronchogenic le- 
sion is of incidental interest to the topic 
of this communication. It does, however, 
emphasize the fact that multiple primary 
malignant tumors often coexist, and that 
the finding of one such lesion should in- 
crease — not decrease—the exhaustive 
search for a second. 

CASE 3.—M. S., a 61-year-old white married 
woman, stated that hematuria had suddenly 
developed while she was moving heavy furni- 
ture in July 1948. Her family physician was 
promptly consulted and suggested that a “rup- 
tured blood vessel of the bladder” had caused 
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the urinary bleeding. Oral medication was 
given, and the hematuria ceased within three 
days. However, during the ensuing three 
months hematuria continued to recur with 
any strenuous exertion. In May 1950 another 
episode of hematuria took place and was as- 
sociated with urinary frequency. After multi- 
ple penicillin injections had failed to relieve 
the urinary complaints within five days, uro- 
logic consultation was sought. Cystoscopy re- 
vealed the presence of a bladder tumor, and 
the patient was admitted to a metropolitan 
hospital from July 23 to August 12. There, 
transurethral electroresection of part of the 
tumor was done and the remainder was ful- 
gurated. 

Histopathologically, the tumor was reported 
as “transitional cell papilloma with spread 
beyond the confines of the bladder.” The con- 
dition was deemed inoperable, and roentgen 
therapy was given through 3 ports daily over 
a twelve-day period, with a.250 Kv. unit, to 
a total dose of 1,990 r in air through each 
port. Chest films taken at this time demon- 
strated a round opacity superior to the right 
pulmonary hilus which was finally interpreted 
as a calcified tuberculous lesion rather than 
a metastasis. 

After this therapy, the patient gained 16 
pounds (7.3 Kg.) in a month, so that total 
weight loss since onset of the illness was 
only 8 pounds (3.6 Kg.). However, hematuria 
persisted intermittently. In November, 1950, 
the urinary bleeding was exacerbated during 
a twenty-day siege of “pleurisy.” There was 
no further definitive treatment and no uro- 
logic follow-up. The patient’s family inde- 
pendently brought her to the Francis Delafield 
Hospital for study. She was admitted on July 
2, 1951, exactly three years after the onset of 
hematuria. The past history was normal ex- 
cept for a uterine suspension in 1919. 

Physical examination disclosed the patient 
to be short and moderately obese, but healthy- 
looking. Fine, moist inspiratory rales were 
heard in the interscapular area. A_ healed 
right lower paramedian surgical scar was seen 
on an abdominal wall characterized by exces- 
sive panniculus adiposus. Pelvic examination 
disclosed mild cystocele and moderate recto- 
cele. No induration around the bladder nor 
vesical tenderness was present. Laboratory 
studies showed a blood hemoglobin level of 
13.8 Gm. per hundred cubic centimeters and 
an erythrocyte count of 4,800,000 per cubic 
millimeter of blood. The value for serum non- 
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Fig. 5.—Photomicrographs of papillary transitional epithelio- 
ma in Case 3. A, papillary tumor projecting from epithelial 
surface of bladder without mural invasion (x 30). B, deli- 
cate connective tissue stalks covered with transitional epi- 
thelium, comprising bulk of tumor formation (x 90). 


protein nitrogen was 39 mg. per hundred cubic 
centimeters, and other blood chemical values 
were normal. Urinalysis revealed 1 to 5 white 
blood and 20 to 25 red blood cells per high 
power field. A culture of the urine grew E. 
coli communis. The urinary sediment, by 
smear and cell block, gave positive evidence 
of cancer cells. The electrocardiogram was 


normal. An intravenous pyelogram demon- 
strated a normal condition in the upper part 
of the urinary tract, slight dilatation of the 
lower third of the right ureter and a large 
filling defect on the right side of the bladder; 
the lesion extended across the midline of the 
bladder to encroach upon the left lateral wall. 
A gallstone was observed roentgenographical- 
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ly. The chest film revealed a 1-cm. calcifica- 
tion in the right upper lobe, anteriorly; the 
previous interpretation of a calcified tubercu- 
lous nodule was upheld here. No bony me- 
tastases were indentified by roentgenographic 
skeletal survey. 


On July 6, 1951, with spinal anesthesia, a 
transurethral biopsy specimen was taken of 
a large tumor of the right lateral wall of the 
bladder. Multiple independent papillomas were 
seen along the left lateral wali and the base of 
the bladder. The large tumor on the right 
lateral wall occupied that half of the trigone, 
partially occluding the ureteral orifice and ex- 
tending over the right posterior bladder wall, 
almost to the dome. Vagino-abdominal and 
recto-abdominal bimanual examination indi- 
cated absence of any induration or fixation of 
the bladder. The histopathologic diagnosis 


was transitional cell epithelioma of the blad- 
der, well-differentiated, invading the submu- 
cosa. 

After a five-day bowel sterilization program, 
an exploratory laparotomy was performed on 
July 18. No distant spread and no local lym- 
phatic invasion of the tumor were found. Cys- 


tectomy and bilateral ureterosigmoidostomy of 
the Nesbit-Cordonnier type were done. The 
bladder specimen was described as “bearing a 
epithelial surface studded by numerous, soft, 
white, friable, papillary tumors. The largest 
was located on the right lateral wall, just su- 
perior and lateral to the ureteral orifice; it was 
4.5 cm. in diameter on the free surface and 
was attached by a 2-cm. pedicle. In all, 27 
discrete tumors were counted. Several small 
tumors were observed lateral to the left 
ureteral orifice, and others on the left side of 
the trigone, below the ureteral orfice. Partial 
obstruction by tumor of the right ureteral ori- 
fice was present. All but the large tumor ap- 
peared grossly to be confined to the epithelium 
and microscopically even this one extended 
only to the lamina propria.” Postirradiation 
cystitis was also identifiable microscopically. 
In summary, the multiple transitional cell pap- 
illary tumors were confined to the vesical 
epithelium. 

During the last two hours of the four-hour 
operative procedure surgical shock supervened, 
despite adequate blood replacement. Postoper- 
atively the blood pressure could be maintained 
only by intravenous nor-epinephrine, which 
kept the reading at 140 systolic and 60 dia- 
stolic over twenty-four hours. Within thirty- 
six hours postoperatively the blood pressure 
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was 220 systolic and 80 diastolic without use 
of vasopressor agents. The patient’s condi- 
tion seemed good. The parenteral fluid intake 
was 2,500 cc. daily, including 500 cc. of whole 
blood given daily during the first seventy-two 
hours after the operation. An electrocardio- 
gram on the third postoperative day showed 
myocardial insufficiency. In the evening of the 
third postoperative day the patient suddenly 
became cyanotic, and the blood pressure fell 
from 220 systolic and 80 diastolic to 160 and 
60 respectively. No respiratory complaints 
were made. Oxygen inhalation was begun be- 
cause rales could be heard now at both lung 
bases. The differential diagnosis between 
cardiac decompensation and pulmonary embo- 
lization was considered, so digitalis was given. 
During the evening of the fourth postopera- 
tive day the blood pressure dropped to 90 sys- 
tolic and 40 diastolic, and bronchcodilatory 
drugs were given without effect. Death oc- 
curred late in the evening of the fourth post- 
operative day. 


Autopsy was performed twelve hours after 
death by Dr. Mitchell W. Heinemann. The 
body was described as that of a well-propor- 
tioned elderly woman showing no evidence of 
recent weight loss. There was a recent mid- 
line abdominal incision. Clots of blood were 
present between the loops of bowel. The blad- 
der was surgically absent, and the ureters 
were functionally and anatomically well anas- 
tomosed to the rectosigmoid junction. About 
800 cc. of bloody fluid was present in each 
pleural space. A few fibrous adhesions were 
present over the upper lobes of both lungs; 
the strongest and most numerous were at the 
right apex. The calcification in the right upper 
lobe described radiographically was a healed, 
tuberculous nodule. The heart was enlarged 
to 360 Gm. Fifty cc. of straw-colored fluid 
was present in the pericardial sac. Although 
diffuse atherosclerosis existed in the coronary 
arteries, the lumens were patent. Most of the 
myocardium of the right ventricle (grossly 
and microscopically) was replaced by fat, 
which interdigitated with the muscle fibers. 
The kidneys and ureters were normal, macro- 
scopically and microscopically. 


The final diagnosis on tissues pertinent to 
this discussion, including the microscopic data, 
was: transitional cell epithelioma of the uri- 
nary bladder, controlled (by cystectomy and 
bilateral ureterosigmoidostomy four days 
prior to death); embolism of the pulmonary 
artery (microscopic) ; foreign body (blood) in 
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peritoneum; petechial hemorrhages, frontal 
cortex; acute congestion, hemorrhage and ede- 
ma of the lungs; bilateral hemothorax; adi- 
pose tissue infiltration of the right myocardi- 
um; necrosis of the pituitary gland, and gen- 
eralized atherosclerosis. Gross and microscopic 
specimens of the bladder tumor are shown in 
Figures 4 and 5. 

Comment.—Two years of oral medica- 
tion for hematuria attributed to a rup- 
tured blood vessel seems excessive. When 
urologic treatment was at last started, it 
was based upon an incomplete diagnostic 
evaluation and an erroneous conception of 
the extent of the lesion. Although this pa- 
tient gained nothing from the total cystec- 
tomy, it was of some value to learn from 
autopsy that no residual tumor was pres- 
ent after the operation. 

CASE 4.—A. L., a 64-year-old white house- 
wife, was referred to Delafield Hospital on 
Aug. 20, 1951, and was admitted for treatment 
of a bladder carcinoma of eight years’ dura- 
tion. Her medical expenses for previous treat- 
ment had exhausted her finances and neces- 
sitated her seeking other than private medical 
attention. 

Eight years prior to admission, intermittent 
hematuria’ had appeared on several occasions 
a few days apart. The patient promptly con- 
sulted a local physician, who prescribed pills 
that controlled the urinary bleeding within 
three days. Urologic consultation was then ar- 
ranged. Cystoscopic study led to hospitaliza- 
tion, and suprapubic loop fulguration of a 
“bladder tumor” was performed. In addition, 
5 radon seeds were implanted into the bladder. 
Six months of relatively symptom-free status 
ensued, and then dysuria, plus intermittent 
hematuria, developed. Another urologist was 
consulted, and “wartlike growths” of the blad- 
der were removed cystoscopically during an 
office visit. Within two months these vesical 
“growths” had recurred, and hospitalization 
was ordered. A transurethral procedure (type 
unknown to patient) was performed. After dis- 
charge from the hospital, frequency of urina- 
tion, nocturia and isolated episodes of hema- 
turia comprised her symptoms for the next 
seven years. 

Two months prior to admission, an automo- 
bile ride over a rough road had caused urethral 


discomfort and local bleeding. On August 15 


the patient’s urologist requested a period of 
hospital study. By cystoscopic study “a large, 
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Fig. 6.—Tumor-filled bladder excised in Case 4. 

Vertical resection through anterior bladder wall 

reveals lumen to be occupied by papillary growth 

with no discrete base apparent. Epithelium of blad- 

der neck and urethra uninvolved. Diagnosis: 

Transitional cell epithelioma of urinary bladder, 
moderately differentiated. 


shaggy easily bleeding neoplasm attached to 
the posterior vesical wall and obscuring the 
left ureteral orifice in a bladder of 5-ounce 
capacity” was identified. Cystographic exami- 
nation revealed “a filling defect of the bladder 
and at least 3 radon seeds.” The vesical neo- 
plasm was not treated, but “a very mild ure- 
thral caruncle” was fulgurated, with topical 
anesthesia. Then the patient was referred to 
the Francis Delafield Hospital because of the 
financial distress previously cited. 


The past history was not directly pertinent 
to the present illness. A single pregnancy had 
occurred thirty-four years earlier and resulted 
in full-term delivery of a healthy son, now 
living and well. The menstrual history had been 
normal; menopause, at the age of 41 years, was 
uneventful. For the past seven years urinary 
complaints prevailed and consisted of nocturia 


tay 
451 
Ome 


JOURNAL OF THE INTERNATIONAL COLLEGE OF SURGEONS 


(two or three times nightly), urethral burning 
during and after micturition and diuria 
(about hourly). A weight gain of 10 pounds 
(4.5 Kg.) had been noted during the past seven 
years. 


Physical examination revealed a_healthy- ; 


looking, moderately obese woman appearing 
about 60 years of age. She was exceedingly 
self-indulgent. The blood pressure in milli- 
meters of mercury was 140 systolic and 80 
diastolic and other vital signs were normal. 
Abdominal palpation revealed no abnormality. 
Pelvic examination revealed no urethral car- 
uncle, even after an indwelling Foley catheter 
ejecting slightly blood-tinged urine was re- 
moved. The genital organs felt normal. No 
gross abnormality of the bladder could be felt; 
no evidence of local spread of the neoplasm 
was grossly definable. 

The blood hemoglobin level was 16.5 Gm. 
per hundred cubic centimeters. Urinalysis 
showed 1 to 3 white blood cells and 1 to 10 
red blood cells per high power field. All blood 
chemical values were normal, including an al- 
kaline phosphatase level of 3 Bodansky units. 
The blood volume, as estimated by intravenous 
Evans blue, was normal. An intravenous pyel- 
ogram demonstrated the upper portion of the 
urinary tract to be normal except for slight 
calyceal, pelvic and ureteral dilatation on the 
left. An irregular filling defect of the left 
lateral bladder wall, containing 3 small metal- 
lic foreign bodies, was observed. A roentgeno- 
graphic skeleton survey and a thoracic film 
showed no metastases. The electrocardiogram 
was normal. 

On August 22 with spinal anesthesia, a 
transurethral biopsy specimen was taken of a 
large papillary tumor occupying the dome of 
the bladder and extending posteriorly to the 
right and left lateral walls, leaving a free epi- 
thelial area along the right posterolateral wall. 
Multiple independent implants were seen along 
the base of the bladder and on the trigone. 
Neither ureteral orifice was visible. By bi- 
manual vagino-abdominal and recto-abdominal 
palpation, no extravesical extension of the tu- 
mor was felt. The specimen was reported his- 
topathologically as “a rather well-differenti- 
ated papillary transitional cell epithelioma.” 
One week later a bilateral ureterosigmoidos- 
tomy and appendectomy were done, after psy- 
chiatric consultation had paved the way in 
evaluating and developing the patient’s adap- 
tive ability to accept a new program of bowel 
function. Three weeks later an abdomino- 
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perineal total simple cystectomy was done. 
The postoperative course was smooth and the 
patient was discharged twelve days after cys- 
tectomy. 

In the Outpatient Clinic, blood chemistry 
tests and intravenous pyelograms were nor- 
mal. One month after discharge from the hos- 
pital an ileoabdominal fistula developed. This 
tract obliterated itself on the fourth hospital 
day, after an indwelling rectal catheter was 
used in conjunction with chemotherapeutic 
sterilization of the bowel. After being closed 
for 9 days, the fistula reopened and was again 
demonstrable by instillation of radiopaque 
dye. A similar program of bowel care prompted 
closure of the fistula within one week. During 
this third hospitalization the value for blood 
hemoglobin was found to be 11.5 Gm. per 
hundred cubic centimeters. A transfusion of 
500 cc. of whole blood was given; and serum 
hepatitis with jaundice developed. Conserva- 
tive therapy was followed by normal liver 
function tests within two weeks. Then, left 
popliteal thrombophlebitis supervened and was 
controlled by anticoagulants without untoward 
effects. The patient was discharged after 
thirty-five days of hospitalization. She re- 
turned one week later with reopening of the 
ileoabdominal fistula. Closure was again 
achieved, in five days, by bowel sterilization, 
this time by antibiotics. 

Despite loss of 15 pounds (6.8 Kg.) in 
weight since cystectomy, all laboratory data 
have remained normal to the time of writing. 
Satisfactory bowel control exists, and excre- 
tion of urine per rectum has not proved too 
disturbing for this patient. Though it is pos- 
sible and indeed likely that occult tumor cells 
persist, there is no clinical evidence of it. 
Incomplete sterilization or possibly some 
foreign body may be considered the basis for 
the recurrent fistula formation, until proven 
otherwise. 

Gross and microscopic specimens of the 
bladder tumor are depicted in Figures 6 and 7. 

Comment.—Once again the history of 
palliative treatment, in this case over an 
eight-year period, is the dominant feature. 
Resort to more radical therapy at a much 
earlier time would almost certainly have 
achieved a definitive cure. At the time 
of writing it appears that the patient’s 


‘comfort has been greatly enhanced by re- 


moval of the bladder. Moreover, there is 
a chance that she has been freed of can- 
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Fig. 7.—Photomicrographs of transitional cell epithelioma in Case 
4, A, apparently solid growth of malignant transitional epithelial 
cells on surface; fine fibrous stalks of papillae, however, are visible 
(x 90). B, tumor cells within lymphatic space of vesical wall (x 90). 


cer. Should evidence of tumor recurrence COMMENT 
become evident, more radical pelvic surgi- 
cal treatment may be useful and will be 
considered. 


It is unnecessary to affirm that the ques- 
tion of therapy for tumors of the bladder 
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is still unsettled. Aside from multitudi- 
nous statistical data purporting to favor 
one or another treatment, administered 
singly or in combination, there are no in- 
violate rules for selection of a given thera- 
peutic scheme. However, it is reasonable 
to suppose that vesical carcinoma is a 
multicentric epithelial neoplasm in some 
instances. Even the benign papillomas 
manifest themselves at different sites with- 
in the bladder, often with such disconcert- 
ing rapidity that rather frequent cysto- 
scopic observations are required to keep 
pace with them, One may be deluded into 
a false sense of security by the apparent 
success obtained by managing seemingly 
local, superficial growths wholly by the 
transurethral route. 


Just when a tumor will begin to invade 
the deeper tissues of the bladder is un- 
known. Nor can the moment of lymphatic 
metastasis be predicted. Finally, the need 
for repeated transurethral observations 
is burdensome to the patient and will often 
terminate in disaster. 

The dilemma rests between a desire to 
preserve the urinary bladder as a func- 
tional unit and to spare the patient the 
ever-present danger of spread of tumor 
beyond local confines. Enough reports have 
been published to indicate that none of 
the currently utilized programs of local 
control of bladder cancer, namely, roent- 
gen therapy, implantation of radon or 
radium, suprapubic partial cystectomy or 
transurethral fulguration, suffices to de- 
stroy the tumor in all cases. Although 
vesical function is preserved by these 
measures, the tumor may persist and may 
pass out of control at any time. Therefore, 
one must resort to exploratory laparotomy 
when muscular invasion by the mucosal 
tumor is discovered by biopsy and when 
any suspicion develops of local extension 
beyond the bladder by bimanual abdominal 
palpation. 

Too much stress cannot be directed to- 
ward the necessity of including muscularis 
in each transurethral biopsy and fulgura- 
tion of bladder epitheliomas. Thus, if 
there be, for example, 4 independent le- 
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sions in the bladder when observed by a 
periodic cystoscopic investigation, each le- 
sion must be adequately removed along 
with the underlying muscularis. The tu- 
mor is as malignant as its most malignant 
constituent part. If only one of numerous 
growths demonstrated extension into the 
muscularis, further local therapy would 
not be indicated. Or, if the pattern of his- 
tological differentiation of the tumor were 
to show change toward anaplasia, this in- 
dex as to the limited value of further local 
therapy would be apparent. 

Choice of the patient as a candidate 
suitable for drastic revision of his bowel 
function is a delicate one. Cognizance must 
be taken, obviously, of the fact that cystec- 
tomy is not by any means an invariable 
method of cure of bladder cancer. Thus, 
the general condition of the patient, the 
operative mortality rate.’ The matter of 
personality adjustment to a rectal excre- 
tory pathway, the anticipated life expect- 
ancy of the individual patient and the 
likelihood of cure by cystectomy must all 
be carefully evaluated prior to and during 
removal of the bladder. 

Should recurrence of the vesical neo- 
plasm develop later, more radical surgery 
—such as pelvic exenteration — may be 
feasible. The same detailed considerations 
as to surgical intervention, now even more 
pronounced, must be studied as to risks 
involved and benefits to be gained.® 


SUMMARY 


Four cases of vesical epithelioma of 
long duration are presented to illustrate 
the evils stemming from delay of definitive 
treatment. It is suggested that palliative 
or possibly therapeutic benefits may ac- 
crue to the patient from suitable radical 
treatment even after inadequate evalua- 
tion has caused him to be dismissed as 
hopeless. 

Methods of preoperative analysis of ves- 
ica] tumors are reviewed. It is emphasized 
that choice of a therapeutic program for 
a given patient should aim at the greatest 
excretory comfort compatible with the 
longest tumor-free life expectancy. 
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RESUMO 


Os autores apresentam quatro casos de 

pom da bexiga, de longa duracao, 

ea ndo a terapeutica empregada, os 

dos obtidos, os metodos pre-opera- 

para o diagnostico dos tumd6res 

vesicais em geral, e a base a sér adotada 
na técnica cirtrgica a sér praticada. 


RESUME 


L’auteur rapporte quatre cas de tumeur 
de vessie afin de démonstrer la gravité de 
cette maladie quand elle est négligée. Cette 
affection est traitable lorsque le patient 
ne consulte pas trop tard. L’auteur énu- 
mére et discute les divers moyens théra- 
peutiques de controler cette maladie. 


RIASSUNTO 


Vengono presentati 4 casi di epitelioma 
della vescica di vecchia data, per illustrare 
i danni der vanti dal differire la cura radi- 
cale. Si ritiene che il paziente possa otte- 
nere benefici dal trattamento radicale an- 
che quando sia stato dichiarato incurabile 
da una valutazione insufficiente. 

Vengono elencati i metodi per jo studio 
preoperatorio dei tumori vescicali. Si sot- 
tolinea il fatto che la scelta del program- 
ma di cura in ogni singolo caso deve es- 
sere regolata in modo da concedere il 
massimo beneficio, da] punto di vista uri- 
nario, compatibile col prevedibile periodo 
di sopravvivenza, 


RESUMEN 


Se presentan cuatro casos de epitelioma 
vesical de larga duracion a fin de ilustrar 
los perjuicios debidos al retardo del tra- 
tamiento definitivo. Se sugiere que los 
beneficios terapeiticos paliativos pueden 
resultar en un tratamiento radical adecua- 
do aiin después de que una valorizacién 
impropia a desahuciado y quitado la es- 
peranza al paciente. 


Se revisan Jos métodos de analisis pre- 


operatorio de los tumores vesicales. Se 
hace notar que la eleccién del programa 
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terapettico para un paciente dado debe 
pugnar por la mayor comodidad para la 
excrecion compatible con la mayor super- 
vivencia. 


ZUSAM MENFASSUNG 


Es wird ueber vier Faelle von lange 
bestehendem Blasenepitheliom berichtet 
mit der Absicht, die ueblen Folgen der 
Verzoegerung energischer Behandlung 
darzulegen. Es wird darauf hingewiesen, 
dass eine angemessene radikale Behand- 
lung sich fuer den Kranken als palliativ 
oder moeglicherweise therapeutisch als se- 
gensreich erweisen kann, selbst wenn er 
auf Grund unzulaenglicher Beurteilunng 
seines Zustandes als hoffnungslos aufge- 
geben war. 

Die Methoden praeoperativer Unter- 
suchung von Blasengeschwuelsten werden 
kritisch besprochen. Es wird betont, dass 
man bei der Auswahl eines Behandlungs- 
planes fuer den jeweiligen Kranken das 
Ziel im Auge haben sollte, die giinstigsten 
Ausscheidungsmoeglichkeiten zu schaffen, 
die mit den besten Aussichten fiir eine 
lange Lebensdauer und Geschwulstfreiheit 
vereinbar sind. 
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stream is reduced, in the final analy- 
sis, to two fundamental] factors, both 
of which must be met if the patient is to 
be returned to long life and normal social 
activity. These are: (1) normal kidney 
function, without progressive renal dam- 
age or reabsorption of toxic material, and 
(2) continence of feces and urine, to per- 
mit a normal and productive existence. 

Unfortunately, there has appeared no 
procedure that satisfies both requirements, 
and the tendency of late has been to sacri- 
fice the patient’s social and economic life, 
burdening him with incapacitating colos- 
tomies and ureterostomies in order to pre- 
serve renal tissue and normal blood levels. 
Bilateral ureterosigmoidostomy originally 
appeared to satisfy both requirements, ‘uty, 
has now been shown to offer a poor prog- 
nosis. 

Deficiencies of Present-day Procedures. 
—In brief, the various procedures em- 
ployed in the past offer certain advantages 
in particular, but all have inherent defi- 
ciencies : 

1. Diversion to the Skin: Cutaneous 
ureterostomy requires clumsy equipment 
for collection of the urine. Of all the meth- 
ods used, it is probably the most incapaci- 
tating to the patient. 

2. Diversion to the Large Bowel: Re- 
gurgitation of urine in a cephalad direc- 
tion permits reabsorption of the urinary 
contents, resulting in chronic azotemia 


Ts problem of diverting the urinary 
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and hyperchloremia. There is also mixing 
of the fecal and urinary streams, contrib- 
uting to ascending infection of the urinary 
tract and probably to structure formation 
at the site of the anastomosis. 

3. Diversion to an Isolated Segment of 
Intestine: Successful procedures have been 
reported in which the cecum and the prox- 
imal end of the colon were used as an arti- 
ficial bladder, with the ileocecal valve 
providing sphincteric action. Other pro- 
cedures have included anastomosing iso- 
lated segments of intestine to the vesical 
neck. In principle, these methods separate 
the fecal and the urinary stream—a defi- 
nite advantage. The brilliant work of 
Boyce, however, demonstrated the reab- 
sorptive powers of the more proximal por- 
tion of the colon and the inadvisability of 
using it as a reservoir for urine. Another 
objection is the presence of an obvious un- 
natural orifice in the patient’s body, with- 
out voluntary control of evacuation. Anas- 
tomosis of a segment of intestine to the 
neck of the bladder can hardly permit the 
performance of total cystectomy when 
diversion of urine is necessitated by ma- 
lignant disease of the bladder. 

Advantages of the Authors’ Operation. 
—During the progress of the present study 
we were pleased to note a very important 
article by Kinman, Sauer, Houston and 
Melick. Eight cases were presented in 
which the isolated rectosigmoid was util- 
ized as a reservoir for urine and the fecal 
stream diverted by an abdominal colos- 
tomy. Significant was the absence of 
hyperchloremia or acidosis on follow-up. 
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Fig. 1.—1, sagittal section showing relation of the new bladder (rectosigmoid) and the new rectum 
(proximal sigmoid). The orifice of the latter is immediately anterior to the original anus, now the 
urinary outlet. The external sphincter ani muscle provides both fecal and urinary control, with 
voluntary elimination. Total cystectomy has been performed because of carcinoma. 2, appearance 
of perineum at completion of operation. 
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Control of urine by the anal sphincter was 
excellent within two weeks. 

We proposed to divert the urinary 
stream in such a manner as to offer the 
following advantages, one or more of 
which we find lacking in all other present- 
day methods: 


1. Continence of feces, with voluntary 
control. 

2. Continence of urine, with voluntary 
control. 

3. Separation of fecal and urinary 
streams (with provision of a sterile 
reservoir for urine). 

4. No regurgitation of urine to higher, 
more absorptive segments of the 
colon. 

5. No artificial orifice in an unnatural 
site. 

6. Conditions that permit cystectomy, 
if indicated. 

7. A distensible artificial bladder amen- 


able to cystoscopic examination. 


In an attempt to meet each of these cri- 
teria, an operative procedure was devised 
and developed through cadaver study, in 
which an artificial bladder is made of the 
rectosigmoid and a new rectum is con- 
structed for the fecal stream by drawing 
the proximal] sigmoid under the intact ex- 
ternal sphincter ani muscle. In this way 
continence of feces and urine, with volun- 
tary control, is maintained through func- 
tion of the external sphincter ani. The 
lower portion of the rectum and the distal 
portion of the sigmoid constitute the new 
bladder. Reabsorption here is minimal, 
and regurgitation to higher segments of 
the colon cannot occur. The fecal and uri- 
nary streams are entirely separate, and 
the new bladder reservoir is sterile. The 
orifice for the fecal stream (new rectum) 
is directly anterior to the original anus 
(orifice of the new bladder). The patient, 
therefore, feels free of unnatural orifices; 
indeed, he may be viewed in the nude with- 
out detection of an artificial fecal opening. 
The new bladder is a closed and distensible 
viscus and may be cystoscopically exam- 
ined without danger. 
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Fig, 2.—Combined excretory urogram (twenty 
minutes) and barium enema roentgenogram on 
twelfth postoperative day. Urogram shows nor- 
mal function bilaterally and no hydronephrosis. 
Left ureter outlined from renal pelvis to its en- 
trance into the new bladder; right ureter not 
visualized in this film; artificial bladder, outlined 
by radiopaque material, extends from above the 
symphysis pubis to overlie the sacrum. A small 
amount of barium, introduced into the new rectum, 
defines but does not obscure its relation to the 
artificial bladder posteriorly. Note considerable 
redundancy remaining in the splenic flexure. The 
barium column ends abruptly at the sphincter ani 
muscle, which exercises perfect control over both 
the artificial bladder and the new rectum. 


Description of Operation. — Preopera- 
tive Preparation: A routine of preopera- 
tive preparation of the bowel with neomy- 
cin and sulfathaladine, as described by 
Poth, is used. A sterile lower tract is of 
the utmost importance for the success of 
the procedure. The fact that sterile cul- 
tures are obtained after preparation with 
these drugs permits a complete change in 
attitude with regard to the technic of ure- 
terosigmoidostomy in this operation. Fear 
of opening the intestine during uretero- 
sigmoidostomy is justified when inade- 
quate sterilization and eventual mixing of 
the fecal and urinary streams make con- 
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Fig. 3.—Appearance of the perineum on twelfth 
postoperative day. Redundant mucosa of the new 
rectum has been drawn into the perineal wound, 
to prevent possible postoperative retraction. This 
can easily be resected later, if desired. Catheter 
in new bladder, the outlet of which (original 
anus) is hidden under redundant mucosa of new 
rectum. 


tamination a real danger. In the present 
procedure, however, there is a sterile res- 
ervoir, never to be contaminated with 
feces; consequently, we are justified in 
performing an open ureterocystostomy, 
with the emphasis upon good approxima- 
tion of mucosa to mucosa and a long-term 
view of avoiding strictures, rather than 
the immediate concern of contamination. 

Technic of Operation: A wide trans- 
verse incision is made in the lower part 
of the abdomen. The peritoneum is open- 
ed. Both ureters are isolated and tran- 
sected as far down as possible. Polyethy- 
lene ureteral catheters (No. 7-F.) are 
inserted to both kidney pelves, and urine 
is drained from the wound. 

After determination of the point at 
which both ureters easily reach the rec- 
tum, the rectosigmoid is transected as far 
distal as possible. The wound is protected 
around the rectum, and the _ intestinal 
clamp is removed, which opens the lumen. 
All neomycin solution is carefully removed 
by suction, to prevent spillage. 

A sharp-nosed clamp is introduced into 
the rectum (new bladder) and pushed 
through the rectal wall, making an opening 
the size of the ureter. Each ureter is 
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transplanted by grasping the polyethylene 
catheter with the clamp and pulling it into 
the lumen and then passing it downward 
toward the anus. A simple mucosa-to-mu- 
cosa approximation of ureter to rectum is 
carried out over the catheter with atrau- 
matic No. 000 chromic catgut. (Indwelling 
polyethylene catheters are considered im- 
portant to insure patency, temporarily 
divert urine from the suture line, and 
prevent reflux.) This procedure allows 
both ureters to be transplanted quickly to 
any point of the rectum, with very little 
exposure. The new bladder (rectosigmoid) 
is then closed with a triple layer of No. 009 
chromic catgut. 

Preparation of the proximal portion of 
the sigmoid, to permit its passage through 
the perineum, is next carried out. The 
technic of Swenson in transecting sigmoi- 
dal arterial branches, leaving arcuates for 
collateral circulation, is of great aid here. 
Our own cadaver work showed ample re- 
dundant sigmoid to be drawn into the 
perineal incision, but the mesentery 
proved inadequate. The sigmoidal arteries 
may be transected and still leave a vital 
sigmoid. After dissection has separated 
the mesenteric attachments that prevent 
descent into the perineum, the proximal 
end of the sigmoid is temporarily closed 
with a continuous suture, to avoid spillage. 
For further mobility, the ascending colon 
may have to be freed by dissecting the 
parietal peritoneum. 


At this point a total cystectomy may be 
performed if indicated; or this may be de- 
layed until after perineal dissection, when 
the prostate and the vesical neck may be 
freed from below. With the peritoneum 


opened and the intestines protected, it is 
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advantageous to perform the cystectomy 
in one operation if possible. 

The peritoneum is incised between the 
bladder and the rectum. It is through this 
incision that the proximal end of the colon 
will be drawn. 

The abdominal wound is protected, with 
an assistant remaining above, and the pa- 
tient is placed in the lithotomy position 
(as for perineal prostatectomy). A semi- 
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circular incision is made 1 cm. anterior to 
the rectum. The rectum and anus are re- 
tracted posteriorly and the dissection car- 
ried under the external sphincter ani mus- 
cle, which may be clearly seen and pro- 
tected. At this point it is better that the 
operator keep a finger in the rectum. The 
operator passes a clamp under the external 
sphincter ani through the rectovesical 
space and grasps the stay sutures on the 
proximal end of the sigmoid, pulling the 
sigmoid downward into the incision. A 
drain is also pulled through and out the 
perineal wound, to drain any possible re- 
flux from the ureterosigmoidostomy. The 
proximal end of the sigmoid should pro- 
trude at least 1 cm. beyond the wound mar- 
gin, and is fixed to the wound edge. The 
temporary suture closing this new rectum 
may be opened immediately after closure 
of the perineal wound around it. 

The operating surgeon pulls the polye- 
thylene catheters out of the rectum with 
the fingers. While he is doing this, it is 
advisable for the assistant above to hold 
the ureters near the anastomosis, to pre- 
vent the catheters from being pulled be- 
yond the line of anastomosis. A No. 14-F. 
soft rubber catheter is introduced into the 
anus (new urinary bladder) and sutured 
in place. The ureteral catheters are tied 
to the rubber catheter. 

The patient is again placed in the supine 


Fig. 4.—Appearance of the abdomen on the 


twelfth postoperative day, showing absence of 
ureterostomy or colostomy. 
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Fig. 5.—Cystogram of the new bladder on the 
twelfth postoperative day. Note absence of reflux 
up the ureters, 


position. If cystectomy has not yet been 
performed, it may be done at this stage, 
aided partially by the perineal dissection. 
If cystectomy has been completed or is 
not indicated, the wound is closed in layers. 


REPORT OF A CASE 


E. K., a white man aged 59, was admitted 
to St. Clare’s Hospital on June 6, 1953, com- 
plaining chiefly of painless gross hematuria 
of three months’ duration. 

Cystoscopic examination revealed a sessile 
tumor overlying the trigone and the left ure- 
teral orifice. Retrograde pyelographic studies 
could not, therefore, be performed. Excretory 
urographic investigation showed good func- 
tion of both kidneys. with only a mild degree 
of hydronephrosis on the left side. 

In view of the proximity of the tumor to 
the ureteral orifice and its location on the 
trigone, it was decided that total cystectomy 
would provide this patient with the best 
chance of permanent cure. 

Blood chemistry studies, including deter- 
mination of the levels of urea nitrogen, chlo- 
rides, potassium, and sodium, were made for 
future reference. All gave results within nor- 
mal limits. 

The patient was prepared for operation with 
a nonresidue diet and 10 Gm. of sulfathaladine 
daily, in divided doses, for seven days. Colonic 
irrigations (until clear returns were obtain- 
ed) were given for three days prior to the 
operation. During the twenty-four hours pre- 
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ceding the operation, 4 doses of neomycin (1 
Gm. each) were given at six-hour intervals. 
On the morning of the operation, after colonic 
irrigation, 1,000 cc. of 1 per cent neomycin 
solution was instilled into the rectum. 

On July 3 operation was performed as afore- 
described, with the patient under spinal anes- 
thesia. In this case, total cystectomy was done 
before the perineal dissection was started. A 
culture of the rectal lumen was taken during 
the operation and was reported as showing 
“no growth.” 

The immediate recovery from the operation 
was entirely satisfactory. There was no evi- 
dence of sepsis, and after the third postopera- 
tive day the temperature became normal. The 
output of urine from each kidney was observed 
to be excellent from the first postoperative day. 
Gentle irrigations of the new rectum, with a 
No. 24-F. soft rubber catheter, were carried 
out daily. A culture of urine from the arti- 
ficial bladder on the fourth postoperative day 
was sterile. 

On the seventh postoperative day all tubes 
were removed from the artificial bladder. For 
three days thereafter the patient had slight 
difficulty in retaining urine and would lose a 
few drops while ambulatory. Voluntary evac- 
uations of stool started on the seventh post- 
operative day, and a regular diet was pre- 
scribed, with a small amount of mineral oil 
daily. As time progressed, voluntary control 
of both urine and feces steadily improved. At 
the end of three weeks the patient was having 
two voluntary bowel movements daily and 
three voluntary evacuations of urine. On some 
occasions urine and feces were voluntarily 
evacuated at the same time. Digital examina- 
tion of the new rectum gave the sensation of 
palpating a normal anus. On command, the 
patient could voluntarily constrict the sphinc- 
ter ani muscle around the examining finger. 

Both incisions healed primarily and without 
infection. 

One month after the operation, this patient 
presented a picture of perfect continence, with 
voluntary evacuation of feces and urine, and 
was eager to resume his work. 


SUMMARY AND CONCLUSIONS 


A new operation to divert the urinary 
stream, with voluntary control of feees 
and urine, is described (with a case re- 
port). An artificial bladder is made of 
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the rectosigmoid, in which reabsorption of 
toxins has been demonstrated to be mini- 
mal; and a new rectum is created for the 
fecal stream by drawing the proximal por- 
tion of the sigmoid under the intact exter- 
nal sphincter ani muscle, the orifice for 
the new rectum being immediately ante- 
rior to the original anus (orifice of the 
new bladder). The external sphincter is, 
therefore, utilized to provide both fecal 
and urinary control, with voluntary elim- 
ination. 

It is hoped that further experience with 
this operation, which leaves the patient 
continent, will reduce the understandable 
hesitancy on the part of surgeons to divert 
the urine, when indicated, in a multitude 
of conditions. In the specific condition of 
malignant disease of the bladder it is 
hoped that an attitude of early complete 
extirpation will be encouraged, rather than 
a tendency to depend upon temporary 
measures dictated by the fear of producing 
an incontinent patient. 

From the patient’s viewpoint the advan- 
tages of the operation are obvious. To the 
patient in the case presented here, the abil- 
ity to exercise voluntary control over both 
feces and urine, and the absence of an un- 
natural abdominal orifice, have proved of 
inestimable value in restoring him to a 
happy and profitable existence, with a 
good prognosis for longevity. 


RESUMO E CONCLUSOES 


Uma _ nova intervencao para desvio do 
trate urinarie, observando-se um contréle 
voluntario das fezes e da urina é pre- 
conizade e descrito pelos autéres, com 
apresentacao de um caso por éles observa- 
do e tratado. 

Uma bexiga artificial] é feita 4s expensas 
do réto-sigmoide, na qual a absorcéo de 
toxinas se revelou minima; um novo réto 
é conseguido para a saida das fézes, medi- 
ante a insercéo da porcéo proximal da 
alsa sigmoide no esfincter anal externo, 
conservado intato, ficando o orificie do 
novo réte imediatamente para diante do 
anus original. O esfincter externo, é, to- 
davia, usado, tanto para controle das fezes 
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como da urina, sendo a eliminacao de am- 
bas voluntaria. 

Esperam os autores que uma maior ex- 
periencia com o processo por éles usado e 
aqui preconizado, possam fornecer animo 
aos cirurgides que ainda hesitam na prati- 
ca de desvio de trato urinario, especial- 
mente nos casos de afecgéo maligna da 
bexiga. 

Sob o ponto de vista do doente as vanta- 
gens da intervencéo aqui proposta sao 
evidentes e miultiplas, especialmente em 
face as técnicas anteriormente usadas. 


ZUSAMMENFASSUNG UND SCHLUSSFOLGERUNGEN 


Es wird eine neue Operation zur Um- 
leitung des Harnstroms mit Erhaltung der 
willkiirlichen Regulierung von Stuhl-und 
Urinausscheidung (mit Bericht eines 
Krankheitsfalles) beschrieben. Eine kiinst- 
liche Blase wird aus dem Rektosigmoid, 
wo die Riickabsorption von Toxinen sich 
als minimal herausgestellt hat, gebildet; 
ein neuer Mastdarm zur Aufnahme des 
Kotstroms wird geschaffen, indem der 
proximale Abschnitt des Sigmoids unter 
den intakten dusseren Schliessmuskel des 
Afters gezogen wird, sodass die Oeffnung 
des neuen Mastdarms unmittelbar vor den 
urspriinglichen After, nunmehr Oeffnung 
fiir die neue Blase, zu liegen kommt. Der 
aussere Schliessmuskel wird also fiir die 
willkiirliche Regulierung der Stuhl-sowohl 
als auch Harnausscheidung benutzt. Es 
ist zu hoffen, dass weitere Erfahrungen 
mit dieser Operation, die die Kontinenz 
des Patienten erhalt, die verstandlichen 
Hemmungen des Chirurgen vermindern 
werden, eine Umleitung des Harnabflus- 
ses, die in einer grossen Anzahl von Er- 
krankungen indiziert ist, vorzunehmen. 
Im besonderen Falle der bésartigen Bla- 
senerkrankung wird der Chirurg hoffent- 
lich zu einer friihzeitigen radikalen Ope- 
ration ermutigt werden, statt sich auf 
voriibergehende Hilfsmittel zu verlassen, 
deren Anwendung auf der Furcht beruht, 
eine Inkontinenz des Kranken zu verur- 
sachen. 

Vom Standpunkt des Kranken aus 
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liegen die Vorziige der Operation auf der 
Hand. Im Falle des hier vorgestellten 
Kranken hat sich die Méglichkeit willkiir- 
licher Regelung der Stuhl-und Harnaus- 
scheidung, sowie die Vermeidung ausser- 
natiirlicher Oeffnungen in der Bauch- 
decke von unschatzbarem Wert fiir die 
Wiederherstellung von gliicklichen und 
niitzlichen Lebensbedingungen mit guter 
Aussicht fiir die Lebensdauer erwiesen. 


RESUMEN Y CONCLUSIONES 


Se describe, comunicandose un caso, una 
nueva operacién para desviar la orina, 
con control voluntario de heces y orina. 
Del rectosigmoide se hace una vejiga arti- 
ficial, en la cual se ha demostrado una 
minima reabsorcion de toxinas; se crea un 
nuevo recto para las heces llevando la 
porcién proximal del sigmoide al esfinter 
externo del ano, estando el orificio del ano 
nuevo inmediatamente anterior al ano 
originial (orificio de la vejiga nueva). Por 
consiguiente, el esfinter externo es utili- 
zado para proveer control fecal y urinario 
con eliminacién voluntaria. 

Se tiene esperanza que experiencias 
posteriores con esta operaci6n, que deja al 
paciente continente, reducira la compren- 
sible duda del cirujano de desviar la orina 
cer control voluntario sobre heces y orina 
cuando este indicado en una multitud de 
condiciones. En la condicion especifica de 
una enfermedad malifina de la vejiga se 
tiene la esperanza de que una actitud de 
extirpacion temprana completa sera esti- 
mulada, en lugar de una tendencia a de- 
pender de medidas temporales dictadas 
por el miedo de producir una _ inconti- 
nencia. 

Para el punto de vista del paciente las 
ventajas son obvias. Para el paciente del 
caso presentado aqui la capacidad de ejer- 
cer control voluntario sobre heces y arina 
y la ausencia de un orificio abdominal an- 
tinatural, han probado ser de valor inesti- 
mable para restaurarlo a una existencia 
util y felix con un buen prondstico de 
longevidad. 
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RESUME 


L’auteur rapporte une technique nouvel- 
le pour la dérivation urinaire avec contrdéle 
des urines et des selles. L’auteur se sert 
du recto-sigmoide pour faire une nouvelle 
vessie, de méme un autre rectum est amén- 
agé a l’aide de la portion proximale du 
sigmoide attiré sous le sphincter externe 
de l’anus. Ce nouvel anus est antérieur a 
l’autre qui sert d’orifice a la nouvelle ves- 
sie. De la sorte, le sphincter externe con- 
tréle |’élimination des urines et des selles. 
Cette nouvelle intervention devrait étre 
d’un grand aide pour le chirurgien déja 
hésitant 4 pratiquer ce genre d’ilnterven- 
tion. 

Pour les cas de tumeurs malignes, cette 
technique encouragera le chirurgien 4 une 
extirpation plus radicale plutot qu’a se 
cantonner dans des mesures amenant la 
plupart du temps de l’incontinence au pa- 
tient. Tous les avantages sont du cote du 
malade. Dans le cas rapporté, le patient 
pouvait volontairement controler ses selles 
et ses urines. Et le fait de n’avoir aucune 
ouverture anormale était d’un grand ré- 
confort pour l’opéré. 


CONCLUSIONI RIASSUNTIVE 


Viene descritto un nuovo tipo di inter- 
vento che ha lo scopo di deviare l’urina, 
con controllo volontario dell’emissione di 
essa e delle feci. I] metodo é stato attuato 
in un caso: viene fatta una vescica arti- 
ficiale mediante il rettosigma; in esso, 
come é noto, il riassorbimento di tossine é 
minimo. Viene quindi creato un nuovo 
retto per la espulsione delle feci abbassan- 
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do il sigma prossimale al di sotto dello 
sfintere esterno e creandogli un orificio 
immediatamente al davanti dell’ano natu- 
rale. Quest’ultimo rappresenta l’orificio 
della neo-vescica. Lo sfintere esterno viene 
utilizzato per il controllo e l’espulsione 
volontaria cosi delle feci come delle urine. 

Si spera che questo intervento, ulterior- 
mente collaudato, potra vincere |’esitazi- 
one di molti chirurghi a deviare le urine 
quando necessario. Nel caso di cancro 
vescicale, é sperabile che questo intervento 
possa rendere pili frequente la cura radi- 
cale, eliminando il timore dell’incontinenza 
vescicale. 

Dal punto di vista del paziente i vantag- 
gi sono indubitabili. Nel malato presentato 
é possibile l’esercizio della funzione sfinte- 
rica tanto per le feci che per le urine, con 
grande soddisfazione e prognosi favore- 
vole a lunga scadenza. 
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Femoral Osteotomy in the Treatment of 


Marie-Strumpell’s Disease 
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ably a form of infectious arthritis 

involving principally the smal] 
joints and ligaments of the vertebral col- 
umn, the sacroiliac, the hip and occasion- 
ally the shoulder joints. In the early 
phases of the disease the patient complains 
of a “lame back” or occasionally of “sci- 
atica.” Later, as the disease becomes 
more widespread, actual limitation of mo- 
tion and ultimately ankylosis of the 
spine, shoulders and hips may result. 
While ankylosis of the shoulders is rela- 
tively infrequent, ankylosis of the hips 
and the spine must be regarded as a com- 
monplace occurrence. 

In the acute phase of the disease the 
patient is racked by such excruciating 
pain that he welcomes the relief that even 
ankylosis of the involved joint offers. On 
the other hand, once the ankylosis has 
occurred he is not only excluded from 
participation in normal activities, he may 
even be hampered in the exercise of the 
most elemental human functions. In either 
circumstance his condition is pitiable and 
warrants the most strenuous efforts at 
amelioration. 

Basically, the final therapeutic answer 
must be sought in a solution of the gen- 
eral problem of arthritis. While gold, 
climate, physiotherapy, ro2ntgentherapy, 
the more recently described compound E 
or any combination of the measures 
hitherto suggested may lead to some im- 
provement, no definitive cure for the con- 
dition is yet known. Despite the most 
strenuous efforts, the disease frequently 
progresses until it has “burnt itself out,” 


a form of disease is prob- 
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in which a “vicious attitude” may develop 
and surgical intervention must be directed 
to correction of the deformity as well as 
to restoration of function. 

If ankylosis occurs with the hip and 
spine extended, the patient is converted 
into a bony mass extending from occiupt 
to knee which prevents his sitting down 
in a normal manner. If, on the contrary, 
the ankylosis occurs with the spine or hip 
flexed, he is unable to assume the erect 
position. He walks about as if he were in 
truth carrying the weight of the world 
upon his shoulders and can look the world 
in the eye only when seated. This con- 
traction in his field of activities is so in- 
tolerable that he presses for a solution 
of his problem. Clinically this problem 
presents itself under two aspects: (a) 
that due to an ankylosing arthritis of the 
hips and (b) that due to deformity caused 
by flexion of hip or spine. 

A. Arthritis Causing Ankylosis of the 
Hips.—With respect to arthritis of the 
hips, the problem is complicated by the 
likelihood of bilateral involvement. Be- 
cause the difficulty arises from such inter- 
articular changes as articular incongru- 
ence or destruction, osteotomy alone is 
quite valueless and arthrodesis would 
seem to be specifically contraindicated. On 
the contrary, some form of joint release 
would appear to be the method of choice. 
Many different types of arthroplasty have 
been devised, but, whatever benefits they 
may offer to patients with the common 
type of arthritis, they are admittedly least 
successful in the treatment of Marie- 
Striimpell’s disease. 

Because of this, it seemed justifiable to 
submit to new trial a method which was 


Fig. 1 (Case 1).—J. L. before operation. The 
patient was completely rigid owing to ankylosis 
of spine and hip. Unable to sit down. (Repro- 
duced from Osteotomy of the Long Bones, 1947). 


originally employed in 1933 and presented 
in a preliminary report in 1943.! Though 
the method may be considered unanatomic, 
the primary criterion of a successful hip 
release is simply the restoration of rela- 
tively painless mobility without sacrifice 
of fundamental stability. 


The resection angulation operation, else- 
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where described? involves two main steps: 
(a) resection of the femoral head and 
neck to reestablish mobility; and (b) ab- 
duction osteotomy to restore stability. 


First performed in 1933 as a two-stage 
operation,’ it is now completed in a single 
session and permits ambulation after three 
weeks. Though a plaster of paris spica 
was employed in the case here presented, 
its use is definitely contraindicated and is 
not now used, since it retards the early 
flexion which is an essential part of the 
postoperative treatment. 


Case 1 (previously reported in “Osteotomy 
of the Long Bones,” 1947).—Joseph L., aged 
28, married, first presented himself for ex- 
amination in March 1946. His illness extended 
back eight years to 1938, when he first noted 
pain in the buttocks and in the back. At the 
outset a diagnosis of “bursitis,” presumably 
“peritrochanteric bursitis,” was made, and 
the patient was given the usual forms of 
p»vsiotherapy. This proved to be of no avail, 
and in the following year he visited a large 
midwestern clinic, where the diagnosis of 
Marie-Striimpell’s disease was definitely estab- 
lished. 

He was subsequently treated by means of 
hormones, Vitamin D and physiotherapy, but 
without any degree of success. In the follow- 
ing year he was fitted with a plaster of paris 
cors°t and later with a Taylor brace. Because 
of the persistence of the symptoms he was 
given roentgentherapy to the spine, but this 
also without immediate relief. In time, how- 
ever, the pain in the spine subsided, and no 
increase in deformity has since been noted. 


In 1943 the patient began to notice increas- 
ing pain and stiffness in the hips, especially 
on the left side. A short plaster of paris spica 
was applied and left on for nine months. This 
resulted in subsidence of the pain, but when 
the plaster was removed the hip was com- 
pletely stiff. Since that time the patient has 
been unable to ascend the stairs, sit down or 
even take care of his personal needs in a nor- 
mal manner. 

The reason for this soon became apparent. 
The patient, obviously asthenic and chronically 
ill, walked with the aid of two crutches. His 
body was flexed forward about 20 degrees and 
was completely rigid from the neck to the left 
knee (Fig. 1). Walking was impossible with- 
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out crutches, and the patient was able to as- 
sume the seated position only with great diffi- 
culty, and with assistance. He had to sit on 
the right buttock with the left thigh pointing 
straight down and the left knee flexed under 
him at a right angle. 

He had to be lifted onto the examining 
table. Motion of the toes, ankles and knees 
was quite normal. There was marked impair- 
ment of function at the hips. On the left 
side there was no motion whatsoever. The 
hip was fixed in 10 degrees of adduction, 5 
degrees of external rotation and 20 degrees 
of flexion. The right hip showed a marked 
reduction of both internal and external rota- 
tion. Abduction was limited to about 30 de- 
grees, but flexion and extension were char- 
acteristically well preserved. 

The roentgenogram (Fig. 2A) presented 
the typical appearance of a “bamboo” spine. 
Both hips showed marginal lipping of the 
acetabulum with some narrowing of the joint 


Fig. 2.—A, preoperative roentgenogram of left hip (loc. cit.). B, postoperative roentgenogram, The 
head and neck of the femur have been resected — restored by angulation osteotomy (loc. 
cit. 
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space. On the left side there was in addition 
a definite deformation of the femoral head 
and evidence of bony obliteration of the joint 
space. Though the pain in the left hip had 
been brought under control by immobilization 
and the resultant spontaneous fusion, the con- 
comittance of ankylosis in the hip annd the 
lumbosacral areas of the spine rendered the 
patient’s condition deplorable. Taken in con- 
junction with the likelihood of progressive 
involvement of the right hip, release of the 
left hip in response to the patient’s complaints 
seemed urgently indicated. 

Because of the difficulties previously en- 
countered in the two-stage bifurcation opera- 
tions, it was decided to attempt the whole 
procedure at a single session. In anticipation, 
the site of osteotomy after resection of the 
head was carefully determined and a Blount 
nail angulated so that the desired degree of 
abduction of the distal fragment could be 
quickly obtained (postosteotomy angle*). 


JOURNAL OF THE INTERNATIONAL COLLEGE OF SURGEONS 


Operation was performed on March 25, 
1946, with the patient under gas oxygen and 
ether anesthesia. The hip joint was ap- 
proached through the anterior arm of the 
Smith-Petersen incision. After the capsule 
was opened it was found that large overhang- 
ing osteophytes prevented access to the joint. 
Even after these were cut away, the head 
was released with considerable difficulty. The 
neck was transected at its base, the head and 
neck were removed in one piece, and the an- 
terior portion of the capsule was sutured over 
the bare surface of the osteotomized femoral 
neck. The wound was closed in the usual 


manner. 

The patient stood this part of the opera- 
tion quite well, and it was decided to perform 
the second stage immediately. Beginning at 
the level of the trochanter and extending 


Fig. 3 (Case 1).—J. L. after operation (loc. cit.). 
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downward for about eight inches (20 cm.), 
another incision was made on the lateral aspect 
of the thigh. The upper end of the femur 
was exposed subperiosteally. The location of 
the lesser tuberosity was established, and the 
femur was osteotomized just below this level. 
The upper end of the Blount nail was driven 
into the proximal fragment and fixed by an 
auxilliary screw. Thereafter the distal osteo- 
tomized fragment of the femur was abducted 
until it made contact with the lower arm of 
the nail. Fixation was accomplished by means 
of several screws, and the wound was closed 
in the usual manner. Though it seemed com- 
pletely superfluous, a plaster of paris spica 
was applied as an additional precaution. 

The spica was removed in June, when a 
control roentgenogram, (Fig. 2B), disclosed 
evidence of callus formation.There was marked 
stiffness at the knee, and physiotherapy and 
graduated exercises were instituted to correct 
this. By July the patient was able to sit in a 
chair in a normal manner (Fig. 3). By Oc- 
tober he was able to walk upstairs normally, 
though with a marked limp on the left side. 
Since that time there has been gradual im- 
provement. 

Examination in May 1948 disclosed slight 
shortening of the left leg. The limp pre- 
viously noted had become minimal. All pain 
had completely disappeared, and the patient 
was able to walk without any support. Active 
flexion to about 50 degrees and extension to 
about 170 degrees was possible. Abduction 
could be carried out to about 30 degrees, and 
there was only moderate restriction of rota- 
tion. The patient has gained in weight, and 
the color of his skin has improved. He has 
been able to participate in social dancing and 
has resumed his occupation as a baker. 

Correction of Vicious Attitude.—With 
respect to correction of the “vicious at- 
titude,” it is primarily flexion—either of 
the spine or the hips—that requires treat- 
ment. Superficially, these two conditions 
are strikingly similar in appearance. In 
either condition the patient, when seated, 
is able to hold the trunk upright and 
look forward in quite a normal manner. 
When standing, the patient’s body pre- 
sents a C-shaped curve with the convexity 
backward, in which the acromiofemoral 
angle* is proportionately decreased from 
the normal of 180 degrees. In both, the 
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erect posture may be assumed either with 
the thighs straight and the trunk flexed or 
with the trunk straight and the thighs 
flexed. Each, however, presents criteria 
which are characteristic and which permit 
differentiation between the two conditions. 

When the spine is the primary seat of 
the flexion deformity, flexion of the hip is 
merely apparent and is voluntarily as- 
sumed so as to permit the patient to raise 
the trunk and head. When the hip is the 
primary seat of the flexion deformity, 
flexion of the hip is real and the trunk and 
head are raised in consequence of a com- 
pensatory curve in the lumbar portion of 
the spine. In a patient with flexion of the 
spine the lumbar lordosis is almost in- 
variably decreased, and the pelvis is ex- 
tended or tilted upward. In the presence 
of flexion of the hip the lumbar lordosis 
is increased and the pelvis is flexed or 
tilted downward. Most important of all, 
the pelvifemoral angle* is normal with 
flexion of the spine while it is invariably 
increased beyond the normal of 50 de- 
grees with flexion of the hip. This obser- 
vation is of prime significance (a) in dis- 
tinguishing apparent flexion of the femur 
noted in the presence of the former from 
the true flexion present in the latter, and 
(b) in establishing a common method of 
surgical therapy. 


Normally, assumption of the erect posi- 
tion is developed after extension of the 
thighs upon the pelvis. At a certain point, 
which is remarkably constant in human 
beings of all ages, extension of the thighs 
reaches a definite fixed limit. Beyond this 
point further extension of the thighs en- 
forces downward tilting of the pelvis and 
compensatory lumbar lordosis. From the 
point of its maximum extension, flexion 
of the femur on the pelvis is possible until 
the thigh makes contact with the anterior 
surface of the trunk. It is apparent, there- 
fore, that a flexion deformity may be 
looked upon primarily as a limitation of 
extension. In this sense, apparent flexion 
of the femur represents increased exten- 
sion of the pelvis, while true flexion of 
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the femur represents a limitation of ex- 
tension of the femur on the pelvis. In the 
former the thigh is flexed with respect to 
the ground; in the latter the thigh is 
flexed with respect to both the ground and 
the pelvis. 

The correction of a true flexion de- 
formity of the hip involves release of the 
contracted structures, such as the capsule 
or the periarticular musculature. In its 
mildest form, traction in the line of de- 
formity or extension over a half mattress 
will frequently solve the difficulty. In the 
more resistant cases, myotomy by Soutter’s 
method’ or transference of the iliac crest 
by the method of Campbell* may be em- 
ployed. If flexion persists even after ex- 
tensive release of the muscles and division 
of the capsule, the only alternative is ex- 
tension osteotomy . 


If the flexion deformity is due to flexion 
of the spine, the problem is more difficult 
and the dangers more imminent. During 
the acute phases of the disease much may 
be accomplished by recumbency on a 
curved frame to prevent flexion. If mild 
flexion has developed, progressive gentle 
correction by repeated plaster of paris 
corsets or by braces may be attempted. 
If, despite all efforts, a well marked flexion 
is present, the surgeon is presented with 
a major problem. Manipulation, however 
gentle and whether anesthesia is employed 
or not, should be absolutely avoided. In- 
jury to the cord with consequent para- 
plegia and ultimately death are inherent 
in the method. 

An entirely new avenue of approach has 
recently been explored by Smith-Petersen.* 
By osteotomizing the fused neural arches 
and excising appropriate-sized wedges of 
bone, sufficient extension has been ob- 
tained to permit correction of the flexion 
deformity. A slight modification of this 
method was reported by Briggs and his 
associates... La Chapelle,® reporting in 
1946, the year after the publication of 
Smith-Petersen’s paper, has performed a 
two-stage procedure, The first stage, es- 
sentially similar to that described by 
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Smith-Petersen, is followed after the lapse 
of several weeks by a _ transabdominal 
operation in which the firmly ossified an- 
terior vertebra] ligament is cut, the inter- 
vertebral disc removed and the hiatus be- 
tween the extended vertebra bodies filled 
with bone grafts to maintain the correc- 
tion. A somewhat similar procedure has 
been described by Herbert.!” 

Each of these procedures has been per- 
formed successfully. All the authors, how- 


Fig. 4 (Case 2).—H. A, before operation. The 
trunk can be held only partly erect even when 
the knees are flexed. (Reproduced from Bull. 


Hosp. for Joint Dis. 10:64, 1948). 
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ever, insist upon the gravity of the opera- 
tive intervention, and there are undoubt- 
edly instances in which even the contem- 
plation of such radical measures is not 
justified. In such instances it is still pos- 
sible to effect operative correction by ex- 
tension osteotomy of the femur. Whether 
the deformity is due to flexion of the 
spine with respect to the extremities or 
vice versa, the erect position of the trunk 
is necessarily associated with a flexed 
position of the limbs with respect to the 
trunk. Since extension of the thighs is 
limited by the action of the iliopsoas 
muscle and the capsular ligament of Bige- 
low, it is evident that the thighs must be 
brought into line with the trunk. The 
diminished acromiofemoral angle can be 
enlarged by extending the thighs below 
the attachment of the capsular structures 
by means of a subtrochanteric extension 
osteotomy.!! The result is not always 
esthetic, but it has the merit of being 
simple and capable of application in al- 
most all cases. It places the distal portion 
of the femur in the standing position 
while the proximal] end of the femur still 
retains its sitting position. Wh2n the pa- 
tient is seated, the distal end of the femur 
assumes a normal sitting position, while 
the proximal end goes into extreme flexion. 
It has been employed in other cases of 
stubborn hip flexion, and its application to 
Marie-Striimpell’s disease of the spine is 
illustrated in the following case: 

Case 2 (previously reported) .1'—Henry A., 
a negro aged 41, was first seen in April 1947. 
At that time he stated that progressive pain 
and forward curvature of the spine had been 
present since he was 14 years old. The pa- 
tient walked facing downward and was un- 
able to look straight ahead except in the 
seated position. 

From the head to the pelvis the patient’s 
body was bent forward in a long C-shaped 
curve (Fig. 4). The neck could not be rotated 
and was flexed to about 40 degrees. The trunk 
was tilted forward about 45 degrees, the dorsal 
kyphosis being exaggerated and the lumbar 
lordosis being completely absent. The acromio- 
femoral angle measured 125 degrees, but 
there was no deviation from the normal (50 
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degrees) in the pelvifemoral angles. The 
right hip could be extended to 180 degrees 
and flexed to 40 degrees. There was, however, 
some limitation of rotation and abduction. 
The left hip could be extended to 180 degrees 
and flexed to 30 degrees, presenting normal 
rotation, abduction and adduction. The roent- 
genogram revealed firm bony ankylosis of the 
dorsolumbar portion of the spine, with calci- 
fication of the anterior vertebral ligament and 
obliteration of the intervertebral joints. Both 
sacroiliac joints were fused, and there were 
early signs of osteoarthritis of the right hip 
joint. 

Despite the evidence of beginning arthritis 
in the right hip, there was no limitation of 
extension, and it was the impression that the 
flexion deformity was entirely due to involve- 
ment of the spine. Because of the firm union 
in the anterior body segments as well as in 
the neural arch, the outlook for osteotomy of 
the spine did not appear particularly encour- 
aging, and it was decided to perform bilateral 
extension osteotomies. 

Operation was performed on May 15, with 
the patient under general anesthesia. He was 
placed on the operating table so that a line 
from the acromion to the tip of the trochanter 
was parallel to the table. Pillows were placed 
beneath the pelvis and the neck. To maintain 
this position, the legs, which projected up- 
ward at about 60 degrees, had to be suspended 
by overhead traction. The subtrochanteric 
regions on both sides were then prepared for 
operation. Longitudinal incisions were made 
on either side, and the upper ends of the 
femurs at the level of the lesser trochanters 
were exposed subperiosteally. Drill holes were 
then made along a curved line, and the femurs 
were transected. Without losing bony con- 
tact, the legs were then carefully released 
and brought into alignment with the trunk. 
Both fragments were fixed with Blount nails, 
and the wounds were closed. A double plaster 
of paris spica was applied. ; 

On July 1 the spica was removed and 
physiotherapy was instituted. (Since a new 
type of extension blade plate has been used, 
plaster of paris has been completely aban- 
doned!*). Within ten days the patient was 
permitted out of bed in a chair, and on July 
22 walking with crutches was permitted. The 
patient made steady and rapid improvement, 
so that by the middle of September he was 
able to walk without any support. Though he 


MILCH: FEMORAL OSTEOTOMY 


Fig. 5 (Case 2).—H. A. after hyperextension 
osteotomy. The upper portion of the thigh is in 
the flexed position; the lower portion is extended. 
The pelvis is in the seated position, and the 
femora are in the erect position (loc. cit.). 


presents a marked “sway back” with a definite 
anterior deformity of the femurs, the patient 
is very well pleased with his ability to look 
the world straight in the eye (Fig. 5). 

The main objection to this procedure is 
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the somewhat unesthetic appearance of 
the body contour as seen from the side. 
Although both trunk and extremities are 
relatively upright, the axis of the back 
does not lie in the axis of the extremities. 
This gives the appearance of a sway back 
and entails an easily accomplished muscle 
reeducation to maintain balance. It is, 
however, a relatively innocuous method 
of reestablishing the upright position with- 
out danger of hyperextension injury to 
the spinal cord. 


In each of these cases an entirely dif- 
ferent principle of therapy and an en- 
tirely different type of osteotomy was em- 
ployed. The problem in the first case was 
twofold — first, restoration of mobility, 
and second, preservation of stability. 
Since forward motion is predicated upon 
an alternating unilateral stance, with lat- 
eral tilting of the pelvis, it is apparent 
that stability must be assured in the 
coronal plane. As the weight is placed 
upon the surgically treated limb the pelvis 
tilts downward on this side. Before the 
opposite leg can be elevated to begin the 
forward progression, the trunk must be 
adequately stabilized on the treated limb. 
For this reason the abduction osteotomy is 
employed. 


Problems like that in the second case 
are essentially directional. The spine or 
the thigh, as the case may be, is flexed in 
the sagittal plane, so that the normal al- 
ternation of flexion and extension in the 
sagittal plane is prevented. Since flexion 
contracture of the hip, whether real or 
apparent, must be viewed as only a lim- 
itation of extension, it is clear that the 
objective of the treatment must be restora- 
tion of the extension that has been limited 
by the flexion contracture. Correction 
must be undertaken in the opposite sense 
to the deformity and, if possible, should 
be as near*as possible to the site of the 
deformity. Directly or indirectly, the lo- 
cation of the proximate cause of the de- 
formity is in the region of the junction 
of the neck and the shaft of the femur. 
Osteotomy performed at this level but in 


OCTOBER, 1953 


the sagittal plane may be called hyper- 
extension osteotomy. Though this proce- 
dure is not anatomic in the sense that 
spinal osteotomy is, it has the merit of 
being easily performed and does not pre- 
sent the danger of complications or of 
death. 


SUM MARY 


In patients with Marie-Striimpell’s dis- 
ease two different types of disability are 
present: (1) ankylosis of the hip and (2) 
flexion deformity of the hips or of the 
spine. The former condition can b2 treated 
by means of the resection angulation op- 
eration—a functional type of arthroplasty 
or pelvic release employing an abduction 
type of subtrochanteric osteotomy. The 
latter hyperextension condition can be 
corrected by a hyperextension type of sub- 
trochanteric osteotomy to restore align- 
ment of the trunk with the lower extremi- 


ties. 
RIASSUNTO 


Nella malattia di Marie-Strumpell vi 
sono due tipi di inabilita: quella per an- 
chilosi dell’anca e quella per deformita di 
flessione dell’anca o della colonna. La 
prima puo essere curata permezzo di un 
intervento di resezione-angolazione, specie 
di artroplastica funzionale che si giova di 
una osteotomia subtrocanterica. La secon- 
da pud essere corretta mediante un’osteo- 
tomia subtrocanterica in iperestensione 
che consente |’allineamento del tronco con 
le stremita. 


RESUMO 


Na doenca de Marie-Strumpell vamos 
encontrar dois tipos de incapacidade: 1) 
ancilose do quadril; 2) flexao deformante 
do quadril ou da coluna vertebral. 

Discute o autor a forma de tratamento 
e correcao de tais deformidades, tecendo 
consideragdes em casa caso em particular. 


RESUME 


Deux types d’incapicité se rencontrent 
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dans le syndrome Marie-Strumpell a sa- 
voir: 1° l’ankylose de la hanche, 2° une 
difformité des hanches ou une scoliose. 


L’ankylose peut se corriger par une 
arthroplastie en se servant du type d’osté- 
otomie substrochantérienne d’abduction. 
La seconde difformité se corrige par une 
ostéotomie substrochantérienne d’hyper- 
extension afin de rétablir la ligne du tronc 
avec les extrémités inférieures. 


RESUMEN 


En la enfermedad de Marie-Strumpell 
se presenta dos tipos de incapacidad: (1) 
anquilosis de la cadera y (2) deformidad 
flexionante de las caderas 6 de la columna 
vertebral. La primera puede ser tratada 
por medio de la operacion reseccién de la 
angulacion, artroplasia de tipo funcional 
de liberacién pélvica emplenado un tipo 
abductor de osteotomia subtrocantérea. La 
ultima puede ser corregida por osteotomia 
subtrocantérea de tipo hiperextensién 
para restaurar el alinieamineto del tronco 
con las extremidades inferiores. 


ZUSAMMENFASSUNG . 


Bie der Marie- Striimpellschen Er- 
krankung gibt es zwei verschiedene For- 
men der Bewegungsbehinderung: (1) die 
Ankylose des Hiiftgelenks und (2) die 
Beugungsentstellung der Hiiften oder der 
Wirbelsaule. Die erste Form kann mittels 
einer chirurgischen Winkelungsresektion 
behandelt werden, einer funktionellen ar- 
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throplastischen Operation, die auf dem 
Wege einer subtrochantéren Osteotomie 
vom Abduktionstyp zur Lésung des Beck- 
ens fiihrt. Die zweite Form kann durch 
eine subtrochantére Osteotomie vom Hy- 
perextensionstyp behandelt werden, wo- 
durch die Richtungsabweichung zwischen 
Korperstamm und unteren Extremitaten 
ausgeglichen wird. 
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A Systematic Plan for the Early Treatment 


of Civilian Burns 


L. C. BARTLETT, M.D. 
WINNIPEG, MANITOBA, CANADA 


merly used at the Winnipeg Gener- 

al Hospital for the treatment of 
burns shows that the treatment used has 
varied from person to person and from 
year to year. As new aspects of the burn 
problem are studied, new treatments are 
popularized and one is apt to concentrate 
on one feature to the exclusion of others, 
which may be more essential to final re- 
covery. Prompt and proper therapy de- 
cides whether the patient will survive for 
grafting operations later. 

The physician has a great advantage if 
he has at his fingertips a systematic plan 
of therapy that can be started immediately. 
Such a plan is now in use at the Winnipeg 
General Hospital and is described here. 

Systematic Procedure for Emergency 
Therapy.—When a patient with a major 
burn (over 10 per cent of the body surface 
on an adult or a child) is admitted, therapy 
should be carried out quickly in the follow- 
ing order: 

1. Have all personnel wear masks. Send 
for blood or plasma. 

2. Make a quick, aporoximate appraisal 
of the extent and depth of the burns. Ac- 
curate appraisal is done after the emerg- 
ency work is performed. 

3. Establish an intravenous procedure. 
It is best to insert a 19-gauge needle in 
one vein and start fluid therapy, then do a 
cut-down on another vein and insert a 
polyethylene catheter, 18-gauge.* The 
plastic catheter must be 6 inches (15 cm.) 
or more long, and should be securely tied 
to the vein, the skin, and to the snug-fit- 
ting needle that connects it to the intra- 


A STUDY of the various procedures for- 


*Manufactured by American Cystoscope Makers Inc., and 
obtainable through surgical supply houses. 
Submitted for publication May 12, 1953. 


venous set. It should also be we'l taped 
to the skin, since these plastic catheters 
have been known to enter the circulation 
and cause fatal endocarditis. The cut- 
down is best done in the greater saphenous 
vein in front of the medial malleolus, but 
any convenient vein will do. The advan- 
tage of the plastic tube is that the part need 
not be immobilized, and the tube, unlike a 
needle, will not perforate the vein on un- 
restricted movement. Give saline solu- 
tion until blood or plasma arrives. 

4. Morphine should be used sparingly 
and given intravenously, rather than sub- 
cutaneously, to prevent irregular absorp- 
tion. 

5. When the general condition of the 
patient is poor or when there is any pos- 
sibility of carbon monoxide poisoning, 
give oxygen by nasal catheter. The cathe- 
ter should be inserted the distance from 
the nostril to the ear, at a rate of flow of 
from 4 to 6 liters per minute. 

6. Insert a Foley catheter, measure the 
urine, and leave the catheter in situ for 
hourly measurements. 

7. Give an intramuscular injection of 
1,000,000 units of penicillin. 

8. Make as accurate an appraisal of the 
depth and extent of the burns as possible. 
This should be done before dressings are 
applied. 

(a) Depth of Burns: Figure 1 illus- 
trates the classification of burns and co- 
relates the depth of the burn with the clini- 
cal appearance and the average healing 
time. Since burns have been classified from 
time to time into various “degrees,” with 
some resulting confusion, it is suggested 
that a method in which the name indi- 
cates the depth is preferable. Both nomen- 
clatures are used in the diagram. The heal- 
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Depth of Burn Preferred De- Clinical 
Terminology | S“>division gree Appearance Tine 
Erythema 
followed by to 10 
desquamation days 


Superficial 
dermal 


Base of blister 
red and moist 


Vesicles 


Deep 


2 to 6 
weeks 


Base of blister 
grey and dry 


Do not 
epithelialize 
from the base 


Dry end leathery; 
insensitive; 
either blackened 
3 by fire or dead 
white 


Fig. 1.—Classification of burns. 1, superficial layers of epidermis; 2, stratum germinativum of 
epidermis; 3, sweat gland; 4, blood vessel in dermis; 5, hair follicle with its sebaceous gland, and 
6, subcutaneous fat. 


ing times listed are the results of experi- 
ments in which skin grafts were cut at 
various levels and healing periods observed 
(Converse and Robb-Smith). It is im- 
portant to note that in dermal burns heal- 
ing occurs chiefly from the sweat glands 
and the sebaceous glands of the hair folli- 
cles, which provide the necessary epithelial 
cells. 

Burns are always deeper than is thought 
on initial examination. An area reddened 
at first may blister later; what appears to 
be a deep dermal burn may later prove to 
be a deep full thickness burn. This is par- 
ticularly difficult to judge. It is best to 
make one’s assessment the maximum and 
treat the burn accordingly. A useful aid in 
judging depth is to touch with a weighted 
needle. If the burn is epidermal, hyperal- 
gesia will result; if dermal, hypoalgesia, 
and if deep, greatly decreased pain or ab- 
sence of pain. 

(b) Calculation of Percentage Area 


Burned: Without counting erythema (epi- 
dermal or first degree burns), proceed as 
follows: 

Shade in the burned areas on the dia- 
grams in Figure 2, thus: Dermal or sec- 
ond degree (partial thickness) burns, 
shaded black and white; deep or third de- 
gree (full thickness) burns, solid black. 

Calculate the percentage area burned, 
using surface area measurements in Fig- 
ure 2 and in the following table: 


Percentages of Areas Affected by Growth 


Adult, 15yr., 10yr., 5yr., Oyr., 


Area % % % % % % 
of 

head 85 45 55 65 85 9.5 
B—Y, of 

one thigh 4.75 4.5 4.25 4. 8.25 2.75 
C—'% of 

one leg 8.5 3.25 8 2.75 2.6 2.5 


(c) Calculation of the sum of all areas 
burned : 


WY 10 to 14 
Ne faye 
NH 
| 
D 
ABS 
YEN Dermal 
pit ye a 1 ! 
wy, va 
LAW 
Soto 
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Dermal, or second degree % 

Deep, or third degree % 

Record weight in pounds and kilo- 
grams (check whether weighed or esti- 
mated). 

If the figures are not available, or if 
mass casualties must be handled, the “rule 
of 9’s” for surface area is useful and ap- 


proximate: 

Head and neck...... 9% Front of trunk....18% 
Each arm .............. 9% Back of trunk......18% 
Each leg ................ 18% Genitalia —............. 1% 


(11 X 9 is 99, plus 1 = 100%) 
9. Using a sterile technic, irrigate the 
burns gently with saline solution and gen- 
tly trim off obviously dead and accessible 
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1% 1% 
1% 241 2% 
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Fig. 2.—Diagrams for charting extent of burns (see text). 


skin tags, but do not try to judge and ex- 
cise full depth burns at this stage. Do not 
open blisters. Apply whatever sterile 
dressings are chosen. Penicillin ointment, 
overlaid with gauze dressings and wrapped 
with Elastocrepe bandage, makes a suit- 
able dressing. The exposure method, once 
discarded, is being reintroduced, with mod- 
ifications, in some centers, but is not in 
general use. A plastic spray has recently 
been devised and used successfully on ex- 
perimentally burned hogs (Choy and 
Wendt). 

10. Calculate the fluid requirements ac- 
cording to the following plan, modified 


2 13 —\2 
14 1% 
B B 
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according to urine output, hemoglobin, 
hematocrit reading, etc. Up to 10 per cent 
burns (adults or children): Parenteral 
fluids are seldom needed. Give calculated 
requirements orally. Over 10 per cent 
burns (adults or children): Parenteral 
fluids are required as follows: 


First Twenty-Four Hours: (a) One cc. 
of blood, plasma* or plasma substitute per 
kilogram of body weight per 1 per cent 
of the area burned (special requirements 
of children will be discussed later), plus 
(b) an equal volume of 5 per cent dextrose 
in saline solution, plus (c) daily metabolic 
fluid requirements, given orally if possible 
and if not, by vein: 

Children 0 to 2 years 160 cc. per kilogram 
Children Over 2 years 1,500 ec. daily 
Adults 2,000 cc. daily 


Give half of each of the afoermentioned 
fluids in the first eight hours, counting 
from the time of the burn, and the remain- 
ing half in the next sixteen hours. For an 
adult, do not give more than 4,000 cc. of 
blood or plasma or more than 10,000 ce. of 
total fluids in twenty-four hours. Record 
calculated requirements for the first 
twenty-four hours thus: 

Blood or plasma.................... ce. 

Saline solution ce. 
~ *Proportions of bjood and pl will depend on the sup- 
ply of each available and on the degree of shock, blood 
being favored for shock. An average ratio is one part of 


blood to two parts of plasma or plasma substitute that carries 
no risk of hepatitis. 
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Second Twenty-Four Hours: Give half 
of the calculated amount of each fluid— 
blood, plasma and saline solution—plus 
full metabolic requirements of water. 

Third Twenty-Four Hours: Fluids must 
be sharply restricted (edema is subsid- 
ing, diuresis begins). Oral fluids alone are 
often sufficient. 

Children with Burns Over 30 Per Cent: 
To avoid overloading, calculate fluid re- 
quirements for the first forty-eight hours, 
thus: (a) blood or plasma, 5 per cent of 
body weight in grams; (b) dextrose in 
saline solution, 5 per cent of body weight 
in grams; (c) twice the daily water re- 
quirements (see foregoing explanation). 
Give as follows: 


8 hours % 
First 24 hours 16 hours % 
Second 24 hours 4 24 hours 


11. Leave specific written orders with 
regard to intravenous fluids, covering the 
whole time period; e.g., write: “Give in- 
travenous fluids as follows: 2 p.m. to 8 
p.m., 400 cc. of plasma and 1,000 cc. of 5 
per cent dextrose in saline solution. 8 p.m. 
to 2 am. —” etc. Thus the nurse can 
regulate the speed of the drip to keep it 
going continuously and yet give the pre- 
cise amount of fluid ordered. 

12. Order the urine output to be meas- 
ured hourly and exactly and charted on 


INTAKE | output 
Tim Parenteral Fluids |Amt. actually Oral Urine Emesis and REMARKS and 
_— (amount and type) cc.| received Amount cc, ce. Suction Lab. Reports 
% ae * * * * * * * * * * 


24-hour Saline: 


Totals Water: 
Blood: 


Others: 


SUM TOTALS: 


Fluid balance sheet for individual patient. Do not chart more than one day on one sheet. Entries 


are made from midnight one day to midnight next day. Measurements to be made accurately by 
nurse, not patient. (Asterisks indicate omission of lines for hourly measurements.) 


‘ 
“ 
a 
“ 
| 
Plasma: 
| 
| 
| | Date: ae 
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the fluid balance sheet (Fig. 3).* Leave 
orders to be called if the urine output falls 
below 60 cc. for any two-hour period. 

13. Do a hemoglobin or a hematocrit 
reading, and repeat it every eight hours 
for the first three days. 

14. Give 1,500 international units of 
tetanus antitoxin subcutaneously after an 
intradermal test dose. 

Other Factors for Consideration.—Age: 
The mortality rate varies directly with the 
percentage of body surface burned and 
with the age of the patient. Of the patients 
in 329 reported cases, none over the age 
of 60 survived a burn over 30 per cent. 
A 30 per cent burn in an elderly person is 
as serious as a 70 per cent burn in a 
younger person. 


Associated Conditions: One is apt to 


forget that a burn may be the result of 
some preceding catastrophe, e.g., coronary 
thrombosis, cerebral hemorrhage, barbitu- 
rate poisoning, carbon monoxide poison- 


ing, epilepsy, chronic alcoholism with fatty 
liver, etc., which may be difficult to diag- 
nose. A burned and fractured limb should 
never be enclosed in a plaster cast, for 
gangrene will almost certainly result 
(Watson-Jones) . 

Fluid Therapy: Although the calculated 
fluid requirements wil] not be far amiss, 
they may, of course, require some modi- 
fication. The renal output is a far better 
guide than the hemaglobin level or the 
hematocrit reading, which must also be 
considered in ordering fluids. In severe 
burns some hemoconcentration is unavoid- 
able. An adequate urine output is 30 to 
100 cc. per hour. 

Overhydration: The signs of overhydra- 
tion are as follows: (a) Early—An output 
of over 100 cc. per hour lasting four hours, 
if seen in the first forty-eight hours; after 
that it means a spontaneous diuresis. 

(b) Late—Plethora, pulmonary edema 
or congestive failure. 

Underhydration. — A urine output of 
under 30 cc. per hour, lasting three hours 


*Winnipeg General Hospital. 
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or more, indicates underhydration. The 
earlier it appears, the greater the need. 

Anuria: This occasionally occurs in 
spite of adequate fluid therapy. When 
after twenty-four to forty-eight hours of 
adequate fluid therapy the urine output 
remains less than 200 cc. per twenty-four 
hours, a diagnosis of acute renal failure 
must be made (Goodpastor) and therapy 
revised accordingly (Thomson). 

Edema: Edema reaches a peak in 
thirty-six to forty-eight hours, then begins 
to subside. This gives a diuresis on the 
third day. The edema fluid contains elec- 
trolytes in the same proportion as plasma, 
but less protein (3 to 4.5 Gm. per hundred 
cubic centimeters, according to the sever- 
ity of the burns). Replacement of these 
is described in the plan for fluid therapy. 

Antibiotics: These drugs should be 
given in full doses. The choice is optional. 
With injected penicillin, one can be sure 
it is actually received. Aureomycin, if 
taken and retained, covers a wide bac- 
terial spectrum. A change in antibiotics 
is advisable in the third week, to attack 
the remaining organisms. 

Tracheotomy: The possibility of laryn- 
geal and bronchial edema due to inhala- 
tion of hot gases should always be con- 
sidered. Be prepared to do a tracheotomy 
if cyanosis appears, if breathing becomes 
at all labored or if the bronchial tree con- 
tains an excessive amount of mucus. Do 
not try to postpone tracheotomy when it 
seems indicated. It is a simple procedure, 
provides an efficient airway and allows 
aspiration of mucus from the bronchial 
tree. In the Cocoanut Grove disaster, 
those who covered the face with a wet 
cloth had little damage to the respiratory 
tract, even when fatally burned. 

Protein Loss: With a 30 per cent burn, 
the fluid loss may amount to 2,000 cc. of 
fluid per day, with a daily loss of 60 Gm. 
of protein or more. 

Nutrition: Pay great attention to nutri- 
tion. If the patient does not take nourish- 
ing fluids well, insert a plastic feeding tube 


4 
= 
ff 


VOL. XX, NO. 4 


(discarded intravenous tubing serves this 
purpose well) into the stomach and give 
the following tube feeding mixture: 


Evaporated milk .....................--- 28 fluidounces 
Skim milk powder 624 ounces 


5 ounces 


Raw liquefied beef liver.............. 6 fluidounces 


This provides: 
1,800 ce. 


Start with 25 cc. every hour from 6 
a.m. to 10 p.m. and increase by 25 cc. each 
day to 100 cc. hourly in four days. Vary 
according to the patient’s tolerance. Be 
sure bowel sounds are present before 
starting the feedings, particularly in a 
semiconscious patient. If the stomach is 
suspected of not emptying, it can be as- 
pirated every eight hours through the feed- 
ing tube, thus reducing the tendency to 
vomit. For seriously depleted patients the 
feedings can be increased more rapidly 
and can be given hourly for twenty-four 
hours per day. 

Cortisone: This substance does not 
diminish the need for any type of fluid 
therapy and may permit the spread of 
infection. Although its value is not yet 
defined, it is not recommended for routine 
use. 

Infection: Contrary to popular opinion, 
fresh burns are not sterile. In a reported 
series, 30 per cent contained staphylococci 
and streptococci; 84 per cent contained 
coliform bacilli; 70 per cent contained 
anaerobic spore-bearers, including B. wel- 
chii; 7 per cent contained anaerobic non- 
spore bearers, and 6 per cent showed 
wound infection with anaerobic clostridia. 

In preparing burns for grafting, infec- 
tion can be combated by compressing with 
Eusol, Dakin’s solution, or solutions of 
antibiotics, e.g., Neomycin (2 to 5 mg. per 
cubic centimeter) and by applying com- 
presses soaked in the solution, covering 
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with a waterproof plastic sheet, and hold- 
ing in place with a binder. These are 
changed two or three times daily. 

Late infected burns can be treated with 
compresses as aforedescribed or with 
sterile saline baths. 

Dressings and Grafting: “Compression 
dressings” do not really compress the tis- 
sues. If they do so they are dangerous. 
They are actually absorptive dressings. 
Measurements show that the pressure 
under a pressure dressing is 30 mm. of 
mercury, falling to 15 to 20 mm. in one 
to two days (Wallace). 

The first dressing is changed in ap- 
proximately seven to ten days under sterile 
conditions and with the patient anesthe- 
tized. As soon as possible after the second 
week and when the slough of deep burns 
can be separated readily down to un- 
burned fat, fresh split thickness grafts 
are applied to the newly exposed surface. 
Grafting should be done at the earliest 
possible moment, since it the only way to 
stop protein loss and regain positive nitro- 
gen balance. Grafting produces a remark- 
able improvement in the general condi- 
tion of the patient. 

Cope has recommended excision and 
grafting as soon as the shock phase is 
over—i.e., after thirty-six to forty-eight 
hours. Although this would seem to have 
many merits, it requires the ability to 
recognize deep burns accurately, which is 
not always an easy matter. This practice 
is not in general use, and its value is still 
to be confirmed. 

Electrolytes: It is wise to have an esti- 
mation of the blood sodium and chloride 
content done when the diuresis occurs, 
since occasionally the kidney tubules do 
not select well at first. Disturbances in 
blood potassium are minor and are best 
not treated, because of the impaired renal 
function. 

Anemia: There is often marked hemo- 
globinuria, which may begin immediately 
and last up to seventy-two hours, due to 
increased fragility of erythrocytes from 
the heat. There is also some impairment 


Orange juice ...............................4 fluidounces 
Cremilk (16 per cent butter fat) 4 
4 
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of erythrocyte formation, for an unknown 
reason. Secondary anemia occurs in about 
one week and if untreated usually levels 
off at 8 to 10 Gm. It should be anticipated 
and treated by blood transfusion. Severe 
anemias may require 500 cc. of blood per 
day during this phase, to maintain an 
adequate hemoglobin level. 


SUMMARY 


A systematic plan for the treatment of 
civilian burns is outlined. A classification 
of burns is presented diagramatically, cor- 
relating the clinical appearance with the 
healing time for burns of various depths. 
A plan for fluid therapy is outlined, with 
copies of the record forms used for the 
purpose. 

Author’s Note: I should like to acknowledge 
with thanks the advice and assistance in manage- 
ment of patients received from Dr. C. W. Burns, 
Professor of Surgery, University of Manitoba, 
Dr. E. W. Pickard, Dr. John P. Gemmell, and 
other members of the surgical and medical staffs 
of the Winnipeg General Hospital and the assist- 
ance in preparing the manuscript received from 
Dr. Daniel Nicholson. 


RIASSUNTO 


L’A. delinea un piano sistematico per 
la cura delle scottature della pratica civile. 
Presenta poi una classificazione di tali le- 
sioni mettendo in rapporto gli aspetti clin- 
ici col tempo occorrente per la guarigione 
delle scottature di diverso grado. Delinea 
inoltre un piano di terapia a mezzo di 
fluidi, con i relativi diagrammi usati allo 


scopo. 
ZUSAM MENFASSUNG 


Es wird ein systematischer Plan zur 
Behandlung von im Zivilleben vorkom- 
menden Verbrennungen beschrieben. Eine 
Einteilung der Verbrennungen wird skiz- 
zenmassig dargestellt, wobei das klinische 
Bild mit der Heilungsdauer von Verbren- 
nungen verschiedener Tiefe in Beziehung 
gebracht, wird. Es wird ein Plan zur An- 
wendung der Fliissigkeitstherapie umris- 
sen, und Muster der in diesum Zusam- 
menhang angewandten Krankenge- 
schichtsformulare werden vorgelegt. 
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RESUME 


L’auteur élague un plan pour traiter les 
bruldres. I] en donne aussi une classifica- 
tion et une ligne de conduite a tenir dans 


ces Cas. 


RESUMEN 


Se delinea un plan sistematico de tra- 
tamiento para quemaduras civiles. Se pre- 
senta diagramaticamente una clasificacién 
de quemaduras, correlacionando la apa- 
riencia clinica con el tiempo de cicatriza- 
ci6n en quemaduras de diversa profundi- 
dad. Se delinea un plan para terapia liqui- 
da con copia de las formas usadas para 


este proposito. 
RESUMO 


Fazendo uma classificagéo das queima- 
duras em diagrama, associando o aspéto 
clinico com a duracao de tratamento das 
queimaduras de diferentes extensdes, o 
autor traca um plano geral para cura de 
todas as queimaduras civis. 
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HOUGH common in the large intes- 
"| tine adenocarcinoma is extremely 
rare in the appendix. Study of a 
series of previously reported cases pro- 
vides little evidence for some of the con- 
ceptions commonly held about this tumor. 


REPORT OF CASE 


A 56-year-old man was admitted to the hos- 
pital as an emergency patient on Aug. 12, 
1948. Abdominal pain had been present for 
a week, at first situated around the umbilicus 
and later moving to the right hypochondrium. 
There had been no vomiting, and the bowels 
had been regular. The temperature was 101.2 
F., the pulse rate 100 per minute and the blood 
pressure in millimeters of mercury 170 systolic 
and 80 diastolic. A tender, fixed mass was 
present in the right iliac fossa. A diagnosis 
of abscess of the appendix was made, and the 
mass disappeared within a week without oper- 
ative intervention. The patient was discharged 
and later readmitted for interval appendecto- 
my. On December 2 a gridiron incision re- 
vealed a mass involving the base of the ap- 
pendix and the wall of the adjacent part of 
the cecum. A loop of the terminal portion of 
the ileum was firmly adherent to it, and some 
enlarged glands were present in the lower part 
of the mesentery of the small intestine. The 
transverse colon having been delivered with- 
out difficulty, a side-to-side ileotransverse an- 
astomosis was made and the wound was closed. 
On Jan. 10, 1949, a right hemicolectomy was 
performed through a right paramedian in- 
cision. No secondary deposits were noted in 
the liver. 

The mass measured 1% inches (3.75 em.) 
in diameter. It was hard and had a homogene- 
ous white cut surface. It had completely ob- 
literated the proximal part of the appendix, 
but the mucous membrane of the cecum over- 


From the Ashford Hospital, Ashford, Middlesex, England. 
Submitted for publication June 24, 1953. 
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lying it was intact. The distal part of the 
appendix appeared normal. 

Histologic Report.— Sections showed an 
adenocarcinoma invading the underlying cir- 
cular and longitudinal muscular coats of the 
appendix. The arrangement of cancer cells was 
acinus-like. The lumens were predominantly 
small, but some greatly distended lumens were 
also present. They were lined with one, two 
or many layers of cells. There was great va- 
riety in the shape and size of the cells and 
nuclei. The commonest type was a cylindric 
coll with a large oval nucleus and a darkly 
stained nucleolus. Here and there hyperchro- 
matic nuclei were seen. Mitoses were not fre- 
quent. Often the cells formed solid strands. 
Some lumens contained mucus; only occasional 
cancer cells showed droplets of mucus in the 
cytoplasm (mucicarmine stain). The stroma 
consisted of more or less abundant sclerotic 
fibrous tissue with some unevenly distributed 
inflammatory cells (lymphocytes, plasma cells 
and polymorphs). No neoplastic cells were 
observed in sections of the lymph nodes. 

Initial progress was good, but in February 
1951 a mass was observed in the abdominal 
wall, beneath the paramedian scar. This be- 
came superficially ulcerated and eventually 
reached a diameter of 6 inches (15 cm.). 
Death occurred on Sept. 24, 1952, shortly be- 
fore which an oval fluctuant swelling, measur- 
ing 2 by 4 inches (5 by 10 cm.), appeared in 
the chest wall, immediately below the angle 
of the right scapula. There was no clinical 
evidence of hepatic enlargement or ascites. 
The patient died at home. Permission for an 
autopsy was not obtained. 


COMMENT 


In the course of a review of the litera- 
ture 26 cases of adenocarcinoma of the 
appendix were traced, in which invasion 
of the muscular layers by the tumor placed 
the diagnosis of malignant change beyond 
doubt.! 
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Including the case here reported, there 
were 27 cases, with 18 male and 8 female 
patients (the sex of 1 patient was un- 
stated). Their ages ranged from 22 to 79 
years (average 54). In 20 cases the clini- 
cal signs were those of acute appendicitis, 
a palpable mass in 4 of these leading to 
a diagnosis of appendicular abscess. In 
3 cases the symptoms were due to meta- 
stases; in 2 the growth was discovered 
after “incidental” appendectomy, and in 
1 case an appendicoileocecal intussuscep- 
tion caused intestinal obstruction. 


A few growths were of the papillary 
type, but most were solid infiltrating le- 
sions. Of the latter, some were nodular 
and some formed annular constrictions, 
but the commonest observation was a uni- 
form thickening of a considerable length 
of the appendix (8 cases). The gross ap- 
pearances in this last group were con- 
sistently mistaken for the results of simple 
fibrosis, and in 12 cases the true condition 
was unsuspected until the appendectomy 
specimen had been examined microscopi- 
cally. Ten of the tumors were situated in 
the proximal part of the appendix, 9 in 
the distal part and 6 in the middle. In 
2 cases the whole of the appendix was in- 
volved. In their histologic features the 
growths differed in no way from common 
adenocarcinomas of the colon. 

Metastases occurred in 8 cases, the peri- 
toneum, ovaries, uterus, regional nodes, 
abdominal wall, pleura and ribs being af- 
fected. Almost without exception, previous 
writers on this subject have stated that 
adenocarcinoma of the appendix spreads 
to the regional] nodes and liver in a similar 
fashion to adenocarcinoma of the colon. 
It was therefore surprising to find that in 
only 1 case of this series were secondary 
deposits detected in the lymph nodes and 
that hepatic metastases were not men- 
tioned at all. 

Right hemicolectomy was performed in 
11 cases, in none of which was lymph node 
involvement reported, although in 2 cases, 
in which the carcinoma was situated in the 
proximal part of the appendix, small col- 
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lections of tumor cells were noted in the 
wall of the adjacent part of the cecum. 
Appendectomy alone was carried out in 
14 cases, but follow-up details are too 
scanty to permit comparison of the results 
of the two procedures. 

The distinction between adenocarcino- 
mas and argentaffin carcinomas of the ap- 
pendix still requires emphasis. The latter 
are composed of columns and strands of 
small polygonal cells which have the prop- 
erty of reducing ammoniacal silver salts 
to metallic silver. The frequency with 
which they are detected depends on the 
care with which tiny tumors are looked 
for; Ross? reported 4 tumors in 980 ap- 
pendices (0.4 per cent). They rarely be- 
come larger than 1 cm. in diameter and 
form a circumscribed submucous nodule 
or an annular thickening, usually yellow. 
Seventy-five per cent lie in the distal third 
of the appendix. The muscular coats are 
often infiltrated by tumor cells, but in a 
recent review only 18 cases could be found 
in which spread beyond the appendix had 
occurred.* Argentaffin carcinomas are 
three times as common in women as in 
men. The average age of the patients is 
25 years. These tumors are frequently 
discovered in acutely inflamed appendices, 
but the relation appears to be fortuitous 
except in occasional cases in which a tu- 
mor of the proximal part of the appendix 
has obstructed the lumen. 


SUMMARY AND CONCLUSIONS 


1. The clinical and pathologic features 
of a group of cases of adenocarcinoma of 
the appendix are analyzed. Two widely 
held beliefs—that this tumor occurs most 
frequently at the base of the appendix 
and that it spreads in the same fashion as 
adenocarcinoma of the colon — probably 
result from observations on cases in which 
the mucous membrane of the cecum has 
been involved and in which, therefore, the 
precise origin of the growth could not be 
determined. 

2. If a neoplasm of the appendix is sus- 
pected at operation and no metastases are 
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recognized, simple appendectomy should 
be performed provided this can be done 
without encroaching on the tumor. Should 
the neoplasm prove to be an argentaffin car 
cinoma, nothing further is required. If it 
is an invasive adenocarcinoma and has ap- 
parently been removed completely the ne- 
cessity for right hemicolectomy is debat- 
able; it certainly cannot be regarded as es- 
sential in the case of a patient who is a 
poor operative risk. 

3. Cases of adenocarcinoma of the ap- 
pendix will be missed unless all appendec- 
tomy specimens are examined histologi- 
cally. 


Author’s Note: I am indebted to Mr. A. W. 
Fawcett of Sheffield, Yorkshire, for permis- 
sion to describe this case, and to Dr. A. Siedlecka 
of Ashford Hospital for the histologic report. 


RESUMO E CONCLUSOES 


1. E analizada pelo autor o quadro clini- 
co e os sina is patologicos de um grupe de 
casos de carcindma do apendice, discutindo 
éles asteorias etiopatogénicas désses casos. 

2. Se o neoplasma do apendice é suspei- 
tade durante a operacao, e, se nenhuma 
metastase e identificada, a apendicectomia 
simples é a técnica indicada. Se, porém, 
se trata de um caso de adeno-carcinédma 
invasivo, entao uma hemicolectomia é tam- 
bem necessaria de sér praticada. 

3. Muitos casos de adenocarcindma do 
apendice deixaraéo de sér diagnosticados 
até que o exame patologico sistématico de 
todas as pecas seja feito. 


RIASSUNTO E CONCLUSIONI 


1. Vengono analizzati i caratteri clinici 
e patologici di un gruppo di casi di adeno- 
carcinoma dell’appendice. Due opinioni 
diffusamente sostenute—che questo tumo- 
re compaia il pitt spesso alla base dell’ap- 
pendice e che si estenda nello stesso modo 
del carcinoma del colon—probabilmente 
derivano da osservanzioni di casi in cui 
era stata compromessa la mucosa del ceco 
e in cui, quindi, non era stato possibile 
determinare la precisa origine del tumore. 

2. Se al momento dell’operazione si 
sospetta un tumore della appendice e non 
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si riscontrano metastasi, occorre eseguire 
la semplice appendicectomia, ammesso che 
essa possa essere fatta senza che venga 
interessato il tumore. Se il neoplasma si 
dimostra argentaffine, non si deve fare 
altro. Qualora esso sia un carcinoma a 
carattere invasivo e sia stato apparente- 
mente asportato del tutto, entra in discus- 
sione la necessita della emicolectomia de- 
stra; questa, naturalmente, non entra in 
causa qualora il paziente sia in cattive 
condizioni. 

3. Qualora le appendici non vengano 
sistematicamente esaminate istologicamen- 
te, molti casi di cancro passeranno inos- 
servati. 


ZUSAMMENFASSUNG UND SCHLUSSFOLGERUNGEN 


1, Die charakteristischen klinischen und 
pathologischen Merkmale einer Gruppe 
von Kranken mit Adenokarzinom des 
Wurmfortsatzes werden analysiert. Zwei 
weit verbreitete Vorstellungen, naemlich 
dass diese Geschwulst meist an der Basis 
des Wurmfortsatzes auftritt, und dass 
ihre Ausbreitung in aehnlicher Weise wie 
beim Adenokarzinom des Dickdarms er- 
folgt, beruhen wahrscheinlich auf Beob- 
achtungen an Faellen, bei denen die 
Schleimhaut des Zékums beteiligt war, 
und die daher eine genaue Bestimmung des 
Entstehungsortes nicht zuliessen. 

2. Wenn bei der Operation der Ver- 
dacht auf eine Neubildung des Wurmfort- 
satzes ensteht und keine Metastasen ge- 
funden werden, soll eine einfache Appen- 
dehtomie vorgenommen werden, voraus- 
gesetzt, dass der Tumor dabei unversehrt 
bleiben kann. Stellt sich heraus, dass es 
sich um ein argentaffines Karzinom han- 
delt, ist ein weiterer Eingriff unnoetig. 
Liegt ein infiltierendes Adenokarzinom 
vor, das offensichtlich vollstaendig ent- 
fernt werden konnte, so laesst sich ueber 
die Notwendigkeit einer rechtsseitigen 
Hemikolektomie streiten; keinesfalls kann 
bei Kranken , die ein schweres operatives 
Risiko bieten, die Resektion des halben 
Dickdarms als unumgaenglicher Eingriff 
angesehen werden. 

Die Verkennung von Adenokarzinomen 
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des Wurmfortsatzes laesst sich nur da- 
durch vermeiden, dass alle Wurmfortsatz- 
praeparate histologisch untersucht wer- 
den. 


RESUME 


1. L’auteur discute d’un groupe de cas 
d’adéno-carcinome de l’appendice. II existe 
deux opinions quant a l’origine et a la 
diffusion de cette affection ; a savoir qu’elle 
nait a la base de l’appendice pour s’étendre 
a la fagon d’un adéno-carcinome du colon. 

2. Lorsque le diagnostic se pose a ]’in- 
tervention, une appendicectomie simple 
suffit, s’i] n’y a pas de métastases. Dans 
le cas de métastase, il faut pratiquer une 
hémicolectomie, opinion toutefois discu- 
table. 

3. Seul l’examen anatomo-pathologique 
peut prouver le diagnostic. 


RESUMEN Y CONCLUSIONES 


1. Se analizan loos hallazgos clinicos y 
patologicos de un grupo de casos de adeno- 
carcinoma del apéndice. Las dos creenci- 
as ampliamente sostenidas de que el tumor 
ocurre mas frecuentemente en la base del 
apéndice y de que se propaga en la misma 
forma que el adenocarcinoma del colon, 
obedecen probablemente a la observacion 
de casos en los que la membrana mucosa 
del colon se encontraba complicada y en 
los que por lo tanto no puede determinarse 
el origen preciso de la neoplasia. 

2. Si se sospecha un neoplasma del 
apéndice en la operaciOn y no se encuen- 
tran metastasis debe llevarse a cabo una 
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apendicéctomia simple teniendo en cuenta 
que esto puede hacerse sin apoderarse del 
tumor. Si la neoplasia resulta ser un car- 
cinoma argentofilo no se requiere nada 
posteriormente. Si se trata de un adeno- 
carcinoma invasor y aparentemente ha 
sido totalmente extirpado es discutible la 
necesidad de una hemicolectomia derecha, 
ciertamente no puede considerarse como 
esencial en el caso de un paciente que que 
constituye un riesgo quirurgico pobre. 

38. Los casos de adenocarcinoma apen- 
dicular se perderan a menos de que en 
todas las apendicectomias se haga examen 
neurectomia presarca y vagotomia. 
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dition of the thyroid gland, occurring 

in 1 per cent of all cases of adenomatous 
goiter. The fact is not always clearly un- 
derstood that the major portion of a goiter 
of this type lies within the thoracic cavity, 
whereas but a small proportion of the so- 
called substernal goiters are thus situated. 
The latter variety is commonly encoun- 
tered, and fully 25 per cent of adenoma- 
tous goiters fall within this classification. 

In this study, 438 true intrathoracic 
goiters were observed in a series of 3,920 
thyroidectomies. This incidence is slightly 
higher than has heretofore been reported, 
and probably certain factors are responsi- 
ble for this. Wisconsin is located in the 
center of the great goiter belt that stretches 
across the northern half of the continent. 
Not only is the adenomatous type endemic 
here, but goiters are so prevalent that 
they are often allowed to grow very large 
before being removed surgically. The 
numerous settlements of Swiss in this 
state has also been a factor in the higher 
incidence of this type of goiter. 

Etiologic Background.—Numerous theo- 
ries have been advanced to explain the 
cause of intrathoracic goiter, but a simple 
explanation is the fact that such a goiter 
follows the path of least resistance and 
naturally descends into the thoracic cavity. 
Since the thyroid is covered by the middle 
and prevertebral layers of the deep cervi- 
cal fascia, which descend into the medi- 
astinum, an adenoma developing in the 
lower pole of either lobe will gravitate 
downward between these layers. The 
sternothyroid, sternohyoid, omohyoid and 
sternocleidomastoid muscles limit its an- 
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terior and lateral growth; its posterior ex- 
tension is limited by the muscles of the 
spine; it does not extend upward, because 
of gravity and because of its fixations to 
the trachea and the inferior thyroid ar- 
tery. Undoubtedly the descent of the goiter 


is furthered also by the movements of the. 


thoracic cage, particularly those involved 
in deep breathing, coughing and straining, 
which induce a negative pressure. This 
gives rise to the so-called “diving” goiter 
that is seen to rise and disappear with 
deep breathing. As the goiter grows with- 
in the chest, however, it soon attains such 
size that it can no longer be thrust outside 
the narrow inlet. 

This often deceives the patient, who be- 
lieves that the goiter is actually becoming 
smaller. Many patients have come to me 
with the story that they had observed a 
goiter years ago, but that it had gradually 
disappeared. Many of them attributed its 
disappearance to the use of iodine or some 
patent goiter remedy, such as magnetic 
beads. After some years, because of in- 
creasing dyspnea or a chronic cough, they 
sought a physician’s help, and he discov- 
ered the presence of a “hidden” or “inside” 
goiter. 

Several patients have told me that for 
years they had undergone treatment for 
asthma, and many were the remedies tried 
for the relief of this condition. 

Incidence—Of the 43 cases in this 
series, 33 of the patients were female and 
10 were male. Of the goiters in these cases 
only 28 were entirely intrathoracic, where- 
as in 15 the major portion was within the 
thorax. This ratio is similar to that of 
the series reported by Pemberton, who 
noted a male-female ratio of 1 to 5 or 6. 
It differs, however, from that obtained by 


_ Crile, who found this type of goiter rela- 


tively more common in men. Unfortunate- 
ly for the surgeon, intrathoracic goiters 
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Fig, 1.—A, patient with large intrathoracic goiter causing severe compression symptoms. 
tient was unaware of the cause. B, same patient a few days after removal of goiter. 
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The pa- 
Note contrast 


in facial expression. C, roentgenogram of goiter (same patient). 


are prone to develop in short, stocky per- 
sons with strong, thick muscles and short 
necks, thus limiting the operative field of 


exposure. In fact, I know of no more diffi- 
cult and tedious operation, or one attended 
with greater immediate hazards except, 
perhaps operations on the heart or on the 
brain. 

As a rule, patients with intrathoracic 
goiter are past 40 years of age. Only 3 in 


this series were younger adults. I have 
not operated upon a truly intrathoracic 
adenoma in a child, and my experience 
coincides with that of Crile, whose young- 
est patient was 32 years of age, and who 
recorded only 7 per cent to be under 40. 
Pemberton, on the other hand, encountered 
20 patients with substernal and intratho- 
racic goiter between the ages of 15 and 25. 
Of the substernal type of goiter, however, 
I have had a number of cases. 

Pathologic Picture.—In speaking of in- 
trathoracic goiters, one can definitely 
classify all.of them as adenomatous. I 
have never seen a diffuse hyperplastic 
goiter of this type, although it is true that 
many are deeply located, especially in the 
male. This opinion appears also in ac- 
cordance with the views of Crotti, Pem- 
berton,' the two Criles,? Lahey, Hunt,? Joll, 
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and the others who have written on this 
subject. These adenomatous goiters can 
undergo all the types of degeneration — 
cystic, calcareous, hemorrhagic, fibrous, 
etc.—that occur in a nodular goiter, and 
can become malignant and toxic. The in- 
cidence of malignancy appears to be no 
greater and no less than that associated 
with the nonintrathoracic form. In this 
series of 43 cases there were 5 malignant 
growths. Pemberton! reported 7 in a 
study of 4,006 thyroidectomies, 25 of which 
were intrathoracic and 542 substernal. 

In addition to the series of cases here 
presented, in which all the patients were 
operated upon, several cases were observed 
in which death occurred before surgical 
intervention was attempted. In 4 of these 
death was the result of fatal collapse of 
the trachea, which according to some 
American surgeons does not occur, but 
which Kocher and other Eureopean sur- 
geons have discussed. Two nonsurgical 
deaths also occurred in the group with 
malignant goiter. 

I shall briefly report 3 cases of such 
collapse. The first was that of a middle- 
aged woman in whom the goiter was so 
huge that it caused pressure on the in- 
nominate vessels, resulting in grade IV 
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edema of all extremities. It is the only 
case of its kind that I have seen recorded 
in the literature, and Drs. C. H. Mayo, 
George Crile, Sr., and Henry Plummer 
have told me that they have never en- 
countered a similar case. In this case it 
was planned to split the sternum; at that 
time only one similar attempt had been 
reported in the American literature. How- 
ever, although the patient was receiving 
oxygen, the trachea suddenly collapsed, 
and she died in a few minutes on the night 
prior to the scheduled operation. A sternal 
splitting procedure was done post mortem, 
proving that the goiter could not other- 
wise have been removed and that the 
trachea was completely collapsed. 

The second patient, a husky man aged 
31 with an intrathoracic goiter, complained 
of severe dyspnea on the way to the oper- 
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ating room and became unconscious short- 
ly after being placed on the operating 
table. A tracheotomy was hastily per- 
formed, and the patient lived ten hours 
but never regained consciousness. An 
autopsy again showed a collapsed trachea. 

The third patient, an elderly man with 
severe dyspnea, was advised to enter the 
hospital for immediate treatment. He re- 
fused but was rushed back forty-eight 
hours later, only to die of a collapsed 
trachea before tracheotomy could be per- 
formed. 

Three other cases have been observed: 
1 during an operation, 1 a short time later 
and one twenty-four hours later. In the 
first 2 the patients survived; in the third, 
the patient was in extremis, being unable 
to swallow even water, and weighing but 
68 pounds (30.8 Kg.) and died after a 


Fig. 2.—A, intrathoracic goiter. Note absence of any visible signs of goiter. B, roentgenogram of 
goiter (same patient). 
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desperate effort to give relief. 

However, as regards the association of 
hyperthyroidism with intrathoracic goiter, 
I am somewhat at variance with the re- 
ports in the literature. In this series of 
43 cases, true hyperthyroidism was ob- 
served in only 10 cases, 7 of the patients 
being women and 3 being men. Consider- 
ing the fact that the average age of the 
group was 51, this is a low incidence of 
toxicity. My explanation is this: Hyper- 
thyroidism is rarely associated with large 
adenomatous goiter, fortunately for the 
patient, and most intrathoracic goiters 
fall within this large group. This is not 
always true, because it is sometimes the 
location and not the size of the goiter that 
causes the dyspnea. A small adenoma 
wedged tightly between the trachea and 
the sternum can cause much more discom- 
fort than a large goiter free in the chest 
cavity. 

It is my opinion that the rather high 
reported incidence of toxicity in cases of 
intrathoracic goiter is due to falsely ele- 
vated basal metabolic rates. Because these 
goiters tend to occur in short, stocky per- 
sons (who ordinarily breathe with diffi- 
culty) and because of tracheal pressure, 
the metabolic rates run high and are apt 
to be misleading. 

Signs and Symptoms.—The physical ap- 
pearance of the patient may give the first 
clue. The characteristic build and dyspnea, 
as well as the possible presence of dilated 
veins on the chest wall, are also clues. The 
presence of a nodular goiter on one or 
both sides of the neck may be apparent or 
may be detected when the patient coughs, 
swallows or strains. One of my patients 
had a face as round as a full moon, 
very swollen and red, with the eyes nearly 
shut. He stated that on waking that morn- 
ing he had “felt like a rope was choking 
him, and.was unable to open his eyes.” 
He assumed he was suffering from Bright’s 
disease. There was no apparent goiter. 

In some patients the rasping breathing, 
the inspiratory stridor and the choking 
and coughing spells suggest the diagnosis 
almost before the patient starts to speak. 
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In some the recurrent laryngeal nerve 
may already be under tension, or even 
paralyzed, so that some degree of aphonia 
may already be present. Sudden flexion 
or extension of the head or a lateral move- 
ment may cause sudden compression of 
the trachea by the goiter, with coughing 
or choking spells. In Pemberton’s series, 
partial or complete paralysis of one or 
both vocal cords was noted. This may be 
due to a displacement of the large arterial 
trunks causing traction on the nerve. 

These, then, are the principal signs and 
symptoms observed on physical examina- 
tion. Three of my patients complained of 
severe dysphagia, and 2 could swallow 
water only with great difficulty. 

In some instances, because the goiter 
is neither compressing the trachea nor 
pressing on any important structure, there 
may be few or no symptoms. Occasionally, 
in such a case, the goiter is first detected 
in the course of routine roentgen exami- 
tion. 

Usually the roentgenograms, not only 
the anteroposterior but the lateral view, 
furnish valuable information as to the 
size and location of the growth. However, 
once such a goiter is known to be present, 
there is little one can do but go ahead and 
remove it. The roentgen films are not al- 
ways as clear and satisfactory as one 
would like, but long experience teaches 
one what trouble he must expect. The 
differential diagnosis is as a rule not diffi- 
cult. One must exclude aneurysms and 
mediastinal tumor. Twice I have operated 
upon patients whose lesions previously 
had been incorrectly diagnosed as lympho- 
blastomas. 

Surgical Treatment.—In 1928 I devel- 
oped a simple method of superficial cervi- 
cal nerve block anesthesia to replace the 
older infiltration method, and this technic 
has been used in all but 2 thyroidectomies 
since. One of these was done with the 
patient under general anesthesia, to please 
an associate; however, although the case 
went smoothly, I could see no advantages 
and several disadvantages, so I have not 
used it again. With nerve block anesthesia 
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I am confident that at all times the patient 
is under my control and not that of an 
anesthetist. There may arise an occa- 
sional indication for oxygen, but I do not 
use an intratracheal catheter. One can 
continue operating almost indefinitely 
under these conditions without shock to 
the patient. He may leave the operating 
table in a condition nearly as good as his 
preoperative state, and sometimes better. 
In fact, I sometimes find the patient has 
enjoyed the ordeal more than I have. 

As always in surgical treatment of the 
thyroid, one must have an experienced 
surgical team, excellent lighting and a 
satisfactory operating table.' I have de- 
signed a table and operating screen* that 
gives a maximum of comfort for the pa- 
tient and maximum exposure for the oper- 
ation which must be performed in what 
is at best a poor field. An additional requi- 
site is a spreading retractor** that gives 
the best possible view and yet is not in the 
way. 

The incision must be adequate and 
should be made with an eye to exposure 
and not to the size of the scar. It should 
be placed lower than usual and should b2 
parallel to a normal neck crease. The strap 
muscles should be divided with the use of 
Mastin muscle clamps, and the entire field 
made clearly accessible. Using an idea I 
gained from my teacher, the late Dr. 
Charles W. Mayo, I like to dispose of 
everything possible at once, and “clean 
up my tracks like an old fox,” as Dr. 
Charlie used to say. Usually that means 
getting rid of the smaller lobe or lobes 
first and then starting in on the cervical 
portion of the intrathoracic goiter, ligating 
the superior thyroid vessels and removing 
all readily accessible portions of the 
glands. Here I prefer to ligate all vessels 
and resuture the cervical portion of the 
capsule, so that the field is entirely cleared 
of hemostats and is dry. 

By gentle upward traction I then begin 
to expose the lateral or median veins and 

*Manufactured by the Surgical Division of the Ohio Chem- 
ical and Surgical Co. Madison, Wisconsin. 


**Manufactured by the V. Mueller Instrument Company, 
Chicago, Illinois. 
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Fig. 3.—Intrathoracie goiter causing pressure on 
neighboring vessels, with resultant marked edema 
of all extremities. 


carefully ligate these. This permits fur- 
ther upward movement of the goiter, as 
well as rotation. It may be assisted by 
gentle pressure from the side and below 
by the left hand. The whole process is not 
unlike that of the delivery of a baby, ex- 
cept that one cannot use traction. On the 
contrary, any forcible traction may result 
in tearing a vein deep in the mediastinum 
and thus inviting disaster. In the litera- 
ture, apparently, no one has dwelt much 
on the fact that at this point nothing seems 
to “give” in some cases, and again I re- 
sort to a trick I learned from the Old 
Master that perhaps he, in turn, learned 
from Kocher, the father of goiter surgery. 
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Opening the capsule, one can carefully 
shell out the contents from within until 
the goiter is so reduced in size that it may 
be gently pulled out through the narrow 
orifice. It is desirable, if possible, first to 
ligate the inferior thyroid artery, which 
considerably reduces bleeding, but this is 
not always possible or necessary. One 
must, however, guard carefully the recur- 
rent laryngeal nerve, which may be con- 
siderably displaced from its usual location. 

On occasion it may be absolutely im- 
possible to remove the entire mass. This 
has been the experience of all thyroid sur- 
geons. In such a case, removing all that 
is possible may give the patient sufficient 
relief, or it may be necessary to split the 
sternum and make an intrathoracic ap- 
proach. This I have found necessary only 
once, in the case aforedescribed. The pro- 
cedure entails a considerable added risk. 
One should never attempt this operation 
lightly. I know of no surgical procedure 
that requires more experience, more pa- 
tience and more fortitude. 

A small rubber tube drain is used in all 
cases and is removed in twenty-four to 
forty-eight hours, depending upon the 
amount of drainage. No packing is used, 
but gelfoam may be employed to check 
superficial oozing. In addition, sulfathia- 
zole powder (not crystals) is dusted lightly 
into each incision, 

No medication of any kind is used post- 
operatively, nor is oxygen required except 
in rare instances. No transfusion or in- 
travenous therapy is employed. Plain 
steam inhalations are given. The patient is 
out of bed the day of the operation. 

There is no teacher like experience for 
this operation. It is difficult to explain it 
on paper. 


SUMMARY AND CONCLUSIONS 


The author reports a study of 43 cases 
of intrathoracic goiter in a series of 3,920 
thyroidectomies. A case of intrathoracic 
goiter is defined as one in which the en- 
tire goiter, or a major portion of it, lies 
within the thoracic cavity. 
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There were 10 cases of toxic goiter, 7 
of the patients being women; 5 of the 
goiters were malignant. There was 1 post- 
operative death, that of a patient in ez- 
tremis. 

The significant diagnostic signs and 
symptoms are discussed, as is the differ- 
ential diagnosis. Tracheal collapse is men- 
tioned, and cases are reported in which it 
occurred before, during and after the 
operation. The important steps in sur- 
gical technic are reviewed, the author ex- 
pressing preference for superficial cervi- 
cal nerve block anesthesia. 

The author’s general conclusions are 
that (1) all true intrathoracic goiters are 
of the nodular adenomatous type and (2) 
such goiters may show various types of 
degeneration and may become toxic or 
malignant. 


RESUME 


Dans une série de 3920 thyroidectomie, 
l’auteur rapporte 43 cas de goitre intra- 
thoracique. L’auteur en donne sa défini- 
tion. 10 cas étaient du type toxique, 7 
patientes, 5 cas de malignité, un cas de 
mortalité post-opératoire. 

Les symptomes et le diagnostic de méme 
que le diagnostic différentiel sont discutés 
ainsi que certaines complications. 

L’auteur conclut en affirmant que tous 
les goitres intra-thoraciques sont nodu- 
laires et peuvent dégénérer et devenir ma- 
lins. 


ZUSAMMENFASSUNG UND SCHLUSSFOLGERUNGEN 


Der Verfasser berichtet iiber eine Un- 
tersuchung von 43 Fallen von intrathora- 
kalem Kropf aus einer Reihe von 3920 
Schilddriisenresektionen. Als intrathora- 
kaler Kropf wird ein Fall bezeichnet, 
wenn sich der ganze oder groéssere Teil 
des Kropfes in der Brusthéhle befindet. 

Der Verfasser fand zehn toxische Krép- 
fe (sieben dieser Kranken waren Frauen) 
und fiinf bésartige Kroépfe. Er hatte einen 
postoperativen Todesfall bei einem Kran- 
ken in extremis. 
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Die wesentlichen diagnostischen Merk- 
male, die Symptome und die Differential- 
diagnose werden erértert. Erwahnt wird 
der Kollaps der Luftréhre unter Anfiih- 
rung von Fallen, bei denen er vor, wahrend 
und nach der Operation auftrat. Es wird 
ein Ueberblick iiber die wichtigsten Schrit- 
te in der chirurgischen Technik gegeben. 
Der Verfasser betont seine Vorliebe fiir 
oberflachliche Halsnervenblockanasthesie. 

Die allgemeinen Schlussfolgerungen des 
Verfassers sind, dass 1.) alle echten intra- 
thorakalen Krépfe von knotig-adenoma- 
tésem Typ sind und 2.) solche Krépfe ver- 
schiedene Formen der Degeneration auf- 
weisen und toxisch oder bésartig werden 
k6nnen. 


CONCLUSIONI RIASSUNTIVE 


Vengono riferiti 4 ca8si di gozzo intra- 
toracico osservati in una serie di 3.920 
tireoidectomie, intendendosi per gozzo in- 
tratoracico quello in cui tutto il gozzo o 
la maggior parte di esso giaccia in cavita 
toracica. 

Vi furono 10 casi di gozzo tossico, di 
cui 7 donne, e 5 di gozzo maligno. Vi fu 
una morte post-operatoria in un paziente 
gravissimo, 

Vengono trattati i segni diagnostici 
utili per la diagnosi differenziale; viene 
ricordato il collasso della trachea, che si 
presentd in alcuni casi prima e durante e 
dopo l’intervento. Vengone elencati i punti 
principali della tecnica; |’Autore preferi- 
sce l’anestesia mediante blocco del nervo 
cervicale superficiale. 

Le conclusioni sono: 1) tutti i gozzi in- 
tratoracici veri sono del tipo nodulare- 
adenomatoso; 2) essi possono mostrare 
vari tipi di degenerazione e divenire tossici 
maligni. 


RESUMEN Y CONCLUSIONES 


El autor comunica un estudio de 43 
casos de bocio intratoracico en una serie 
de 3,920 tiroidectomias. Se define como 
bocio intratoracico a aquel enel cual todo 
el bocio 6 la mayor parte de él residen en 
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el interior de la cavidad toracica. 

Hubieron 10 casos de bocio téxico, sien- 
do 7 mujeres. 5 bocios fueron malignos. 
Hubo 1 muerte postoperatoria en un pa- 
ciente in extremis. 

Se discute la significacién diagnostica 
de signos y sintomas, asi como el diag- 
nostico diferencial, Se menciona el colap- 
so traqueal y se comunican casos en los 
que ocurri6 antes, durante 6 después de 
la operacion. Se revisan los estadiés im- 
portantes de la técnica quirtrgica, expre- 
sando la preferencia por la anestesia por 
bloqueo nervioso cervical superficial. 

Las conclusiones generales de] autor 
son: (1) todos los bocios intratoracicos 
verdaderos son del tipo nodular adenoma- 
toso y (2) tales bocios pueden mostrar 
diversos tipos de degeneracién y volverse 
toxicos 6 malignos. 


RESUMO E CONCLUSOES 


O autor se refere 4 observacdo de 43 
casos de bécios intra-tordcicos operados 
numa serie de 3.920 tireoidectomias prati- 
cadas, salientando que se deve considerar 
como tal, o tum6r que estiver inteiramente 
ou em sua maior parte situado na cavidade 
toracica. 

Déstes 43 casos, 10 eram de bécio téxico, 
7 dos quais em mulheres; 5 eram tumé6res 
malignos. Foi registrada uma morte po- 
soperatoria, num caso em que 0 doente foi 
operado em péssimo estado, 

Passa a discutir os sinais e sint6émas, e 
bem assim o diagnostico diferencial. Faz 
referencia ao colapso traqueal, -citando 
casos em que éle ocorreu antes, durante 
Op opos a operacaéo sér praticada. Faz uma 
revisao sobre os diferentes tempos da in- 
tervencaéo, manifestando sua preferencia 
sobre a anestesia pelo bloquéio dos nervos 
cervicais superficiais. Conclue o autér o 
seu estudo da seguinte forma: 1) todos os 
bécios intra-toracicos verdadeiros sao do 
tipo nodular, adenomatose; 2) alguns dés- 
ses bécios poderfio apresentar variados 


tipos de degeneracio, podendo se tornar 


toxicos ou malignos. 
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of roentgen rays, radium, radon or 

the newer radioactive isotopes may 
be classified as curative, palliative or pro- 
phylactic. 

Curative therapy requires the delivering 
of the full lethal tumor dose to the carci- 
noma, with adequate protection of the 
surrounding structures from the penetrat- 
ing rays. The lethal tumor dose varies 
with the type of tumor, and there are un- 
doubtedly factors that allow one patient 
to tolerate doses that might have serious 
consequences in another. I have noted the 
disappearance of multiple Grade I and 
Grade II infiltrating papillary carcinomas 
after doses of 8,000 to 11,000 ry delivered 
to the inner surface of the bladder wall. 
I have noted recurrence of Grade I and 
Grade II tumors after doses of 5,000 to 
7,000 ry delivered in the same manner, and 
the disappearance of Grade III adenocar- 
cinomas after a dose of 7,600 r;y and of 
undifferentiated carcinoma, Grade IV, 
after administration of 11,000 rv. As in 
other parts of the body, the lethal tumor 
dose for squamous cancer varies greatly, 
but in the bladder, squamous cancer or 
squamous metaplasia is apt to accompany 
infiltrating papillary lesions and adenocar- 
cinoma. 

It is probably safe to say that bladder 
tumors require in excess of 7,000 rs for 
cure by irradiation. This dose cannot be 
delivered to the bladder by means of roent- 
gen rays alone, without the complicating 
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effects of radiation proctitis, vaginitis and 
shrinkage of the bladder to useless capaci- 
ty. In my opinion, therefore, the treatment 
of infiltrating cancer of the bladder by 
means of roentgen therapy alone is with- 
out merit as a curative measure. I have 
used roentgen rays to raise the dosage 
from local radium application to the lethal 
tumor dose level, with good results in 2 
cases. 

It is possible to deliver the full lethal 
tumor dose by the use of radium needles or 
radon seeds. Theoretically it should be 
possible to place radium needles into and 
surrounding an infiltrating tumor, em- 
ploying such a pattern as will deliver an 
equal dose to all parts of the tumor. Prac- 
tically, however, this form of therapy re- 
sults in sloughing of the tumor, contrac- 
tions of the urethral and vesical orifices 
and, in many instances, fistulous open- 
ings between the bladder and the vagina 
or between the bladder and the rectum. It 
is so difficult to estimate the lethal tumor 
dose for the individual tumor that this 
method usually results either in inade- 
quate dosage, followed by recurrence, or 
in excessive dosage, with serious complica- 
tions. I have observed 2 cures by this 
method. 

Palliative irradiation delivering less 
than the lethal tumor dose has little to 
recommend it. Roentgen or radium thera- 
py may be used to control hemorrhage 
from a vesical tumor. Irradiation of the 
surface of an infiltrating tumor is con- 
demned in the same category as incomplete 
transurethral resection. According to my 
observations, shrinkage of the tumor by 
palliative treatment is too short-lived to 
be of any benefit, and I have not noted any 
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pain-relieving effect from irradiation of 
tumors of the bladder. 

Prophylactic irradiation consists of de- 
livering a full lethal tumor dose to the 
bladder wall or to lymph node areas for 
the prevention of recurrence or metastatic 
spread after excision or destruction of the 
primary tumor. After removal of semino- 
ma of the testis, prophylactic irradiation 
of the retroperitoneal lymph nodes is effec- 
tive, because the lethal tumor dose for 
seminoma is low. In the case of tumor of 
the bladder, however, the lethal tumor 
dose is too high for safety, and serious 
complications involving the bowel arise 
after a total dose of 5,000 ry. Furthermore, 
the passage of roentgen rays through the 
tissues of the pelvis and the bladder wall, 
if adequate doses are delivered, will result 
in obstruction of the lymphatics, scar tis- 
sue replacement, and contraction of the 
bladder to useless capacity. 

The penetration of roentgen rays de- 
livered to a bladder tumor through an 


open cystotomy wound is merely super- 


ficial. This method is not adequate for 
deeply infiltrating tumors, though it may 
prove adequate for treatment of super- 
ficial or noninfiltrating cancers and for the 
prevention of local recurrence. 

Radium needles or radon seeds placed at 
the base of a papillary tumor removed 
transurethrally or suprapubically have 
been effective in the prevention of local 
recurrence. The problem, however, is cen- 
tered not upon local recurrence after ade- 
quate excision, but upon new tumor 
growths in other parts of the bladder. 


For both treatment and prophylaxis in 
cases of multiple or recurrent noninfiltrat- 
ing tumors of the base of the bladder, 
around the trigone and the vesical orifice, 
Dr. Milton Friedman and I have used 
radium placed in the drainage tube of a 
Foley urethral catheter, centered within 
the sphere of the inflated balloon distended 
to measured size. We have used 20, 25 
and 40 mg. of radium as the source. The 
equivalent of radon may be used. The 
dosage at the bladder wall in contact with 
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the inflated balloon, at a known distance 
from the source of radiation, may be cal- 
culated by consulting the well-known 
Paterson-Parker charts. This is a pre- 
cision method. The factors involved are 
the weight of radium, the active length of 
radium element used and the distance 
from the source to the surface of the bal- 
loon. Hourglass bladders and bladders 
distorted from scar, from prostatic en- 
largement, or from enlargement of the 
uterus, and extravesical masses do not al- 
low sufficient contact to permit adequate 
irradiation of the common tumor-bearing 
area. From 80 to 85 per cent of vesical 
tumors occur in the region of the vesical 
trigone. Large papillary tumors should be 
removed to allow contact irradiation at the 
base of the pedicle. I have resected tumors 
at the vesical orifice, with sufficient pros- 
tatic tissue to allow accurate setting of the 
balloon in the resected fossa. 

The method is most suitable for multiple 
or recurrent noninfiltrating papillary car- 
cinomas. It has been used in a few selected 
cases of infiltrating cancer. It is not a uni- 
versal method and does not replace surgi- 
cal intervention; it is not a substitute for 
segmental resection or total cystectomy. 
Only 2 recurrences occurred at the apex 
of the bladder, where the projecting tip 
of the catheter prevented contact with the 
balloon. With 25 mg. of radium as the 
source, the active length 1 cm. and the 
sphere distended to a radius of 2 cm., the 
bladder wall in contact with the balloon 
will receive 1,200 r in twenty-four hours. 
Sterile distilled water, colored with methy- 
lene blue, is used to distend the balloon, so 
that if leakage occurs it can be detected im- 
mediately in the drainage tube and the 
radium promptly removed to prevent radi- 
um contact with the bladder wall. By this 
method, 7,200 r can be delivered to the 
bladder wall in contact with the balloon 
in six days, 9,600 r in eight days and 
10,800 r in nine days. This is approxi- 
mately the tolerance of the bladder to ir- 
radiation. Reactions to this type of irradi- 
ation have been mild in half the cases, 


re 
494 


VOL. XX, NO. 4 


moderate in about one-fourth and severe 
in one-fourth. Radiation ulcers have oc- 
curred from overdosage or from breaking 
of the balloon, allowing contact of the 
radium with the bladder wall, but this can 
be prevented. There is always a reduction 
in bladder capacity for at least six months 
after treatment, but my patients treated 
more than five years ago have recovered 
normal bladder capacity. 

The prognosis of tumor of the bladder 
depends upon the pathologic type, its du- 
ration, the degree of infiltration into the 
bladder wall, the site of the tumor and the 
presence or absence of metastatic spread. 
The prognosis for papillary carcinoma de- 
pends largely upon the degree of infiltra- 
tion. Adenocarcinomas, undifferentiated 
carcinomas, and squamous cancers are al- 
ways infiltrating, and the prognosis is 
usually poor. The prognosis for tumors of 
the anterior wall is poor, because the pa- 
tient has few, if any, symptoms before 
the tumor is of great size, whereas tumors 
around the trigone and the vesical orifice 
produce symptoms relatively early. 

The cure of cancer of the bladder re- 
quires excision or destruction of the pri- 
mary tumor, prevention of recurrence in 
the remaining transitional epithelium of 
the urinary tract and control of metastatic 
spread. Surgical removal of localized pap- 
illary carcinoma does not prevent recur- 
rence at other sites in the bladder. Of 
course, I recognize the necessity of peri- 
odic postoperative cystoscopic examina- 
tion. Whether recurrence is a result of 
implantation, of a cellular cancerous ten- 
dency or of the presence of a carcinogen 
in the urine is as yet an unsolved problem, 
but the fact remains that cancer of the 
bladder may recur at the site of resection, 
at any other point in the bladder, or in the 
upper part of the urinary tract. 

When one contemplates surgical inter- 
vention for cure of caneer of the bladder, 
the rates of cure, mortality and morbidity, 
as well as the possible complications, must 
be taken into consideration. These same 
factors should be evaluated before the use 
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of irradiation. Patients with inoperable 
cancer of the bladder are not good subjects 
for curative irradiation. 

For relatively small (up to 2 cm.) 
solitary noninfiltrating papillary carcino- 
mas, Grades I and II, in resectable posi- 
tion, transurethral resection is considered 
adequate after tumors of the renal pelvis 
and ureter have been ruled out pyeloure- 
terographically and to be followed by reg- 
ular postoperative cystoscopic observation. 


For multiple or recurrent noninfiltrat- 
ing papillary carcinomas of Grades I and 
II, transurethral resection of the tumors, 
or suprapubic cystostomy with removal of 
the tumor and prophylactic irradiation of 
the tumor-bearing area of the bladder, with 
use of the Foley catheter technic, has given 
satisfactory results in the Walter Reed 
series. For superficially infiltrating cancer 
on the anterior wall or the lateral walls of 
the bladder, wide segmental resection 
seems more logical than coagulation or 
the use of radium, since the latter proce- 
dures cause sloughing of the tumor. For 
solitary small (1 to 2 cm.) superficially 
infiltrating tumors on the trigone, around 
the ureteral orifices and at the vesical ori- 
fice, resection of the tumor, followed by 
irradiation (with the Foley catheter tech- 
nic) has resulted in a good percentage of 
cures, with a low morbidity level and ex- 
cellent bladder function. For deeply in- 
filtrating cancer one may as well do pri- 
mary cystectomy as to come to it sec- 
ondarily after irradiation of a bladder 
ulcerated and shrunken to useless capaci- 
ty. The results of total cystectomy for 
large infiltrating cancers are not encour- 
aging, owing to metastatic spread and re- 
na] failure. The same complications (meta- 
static spread and renal failure) may occur 
after adequate irradiation of the bladder 
for cancer. If tumors of the bladder fol- 
lowed a distinct lymphatic extension pat- 
tern, as do tumors of the testis, radical 
surgical treatment or prophylactic irradi- 
ation might be used, but the bladder is a 
midline organ, and anastomotic channels 
lead to lymph nodes on both sides of the 
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pelvis. The lymphatics drain into the ex- 
ternal iliac, the hypogastric, the obturator 
and epigastric, and from these to the para- 
aortic and precaval nodes. Removal of all 
of these nodes is surgically impossible. Be 
cause of the wide area involved, the high 
lethal tumor dose and the intestinal com- 
plications following such a dose, prophy- 
lactic or curative roentgen therapy is con- 
traindicated. Until surgeons know and can 
eliminate or neutralize the carcinogenic 
agent that causes cancer of transitional 
epithelium, they must continue to adhere 
to sound surgical principles and apply 
irradiation with caution, keeping in mind 
the mortality and morbidity rates and the 
common complications of both operation 
and irradiation. 


SUM MARY 


The author states that roentgen therapy 
alone is inadequate in the curative treat- 
ment of tumors of the bladder and may re- 
sult in severe complications, both local and 
intestinal. The alternatives are fulgura- 
tion, implantation of radon seeds at the 
base of the tumor, application of radium, 
or surgical intervention. He describes and 
recommends a method of applying radium 
to the tumor through the Foley bag cathe- 
ter. 


RIASSUNTO 


L’Autore sostiene che la Roentgen tera- 
pia da sola é inefficace nei tumori della 
vescica e pud condurre a gravi complicanze 
locali e intestinali. Puo essere sostituita 
dalla folgorazione, dal radium, dal radon 
o dalla chirurgia. Viene descritto e rac- 
comandato un metodo per l|’applicazione 


del radium attraverso il catetere di Foley. 


RESUMEN 


El] autor establece que la terapia roent- 
gen sola es inadecuada en el tratamiento 
curativo de los tumores de la vejiga y 
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puede producir complicaciones graves lo- 
cales e intestinales. Las alternativas son: 
fulguraci6n, implantacién de semillas de 
radon en la base del tumor, aplicacion de 
radium 6 intervencion quirtrgica. autor 
describe y recomienda un método de apli- 
caciOn de radium al tumor a través de una 
sonda de Foley. 


ZUSAM MENFASSUNG 


Der Verfasser behauptet, das Réntgen- 
bestrahlung allein zur Heilung von Blasen- 
geschwiilsten nicht ausreicht und zu 
schweren lokalen und intestinalen Kompli- 
kationen fiihren kann. Als weitere Be- 
handlungsverfahren stehen die Fulgura- 
tion, die Einpflanzung von Radonnadeln 
an der Basis der Geschwulst, die Applika- 
tion von Radium oder der chirurgische 
Eingriff zur Verfiigung. Der Verfasser 
beschreibt und empfiehlt eine Methode, 
den Tumor durch einen Foley-Katheter 
mit Radium zu behandeln. 


RESUME 


L’auteur affirme que la radiothérapie 
seule est insuffisante pour traiter les can- 
cers de la vessie. De plus, ce procédé peut 
amener de graves complications tant lo- 
cales que intestinales. Le chirurgien a le 
choix entre la fulguration, la mise en place 
d’aiguille de Radon a la base de la tumeur, 
l’application de radium ou la chirurgie. 
L’auteur suggére la mise en place d’un 
ballon Foley contenant du Radium, 


RESUMO 


O autor dogmatiza da inoperancia no 
emprego isolado da roentgenterapia no 
tratamento dos tum6res vesicais, salien- 
tando as inumeras complicagées quer lo- 
cais como intestinais que podem sdbrevir 
dessa terapeutica. Discute as alternativas 
existentes para o tratamento, descrevendo 
e recomendando a aplicacaéo de radium 
sobre o tumor, através o cateter de Foley. 


introduced toa new method of treat- 

ing simple impacted fractures of the 
lateral four metacarpal bones. This con- 
sisted of thoroughly breaking up the im- 
paction, pushing upward on the distal 
fragment and maintaining this corrected 
position with plaster of paris. It was the 
opinion of Dr. Jahss' that this upward 
pressure on the distal fragment should not 
be exerted against the volar surface of the 
metacarpal head, for fear of causing ir- 
ritation to the intervening flexor tendon 
sheath. In his opinion, such irritation 
would inevitably result in tenosynovitis, 
with pain and possible permanent thicken- 
ing of the tendon sheath. To eliminate this 
complication, he flexed the metacarpal 
phalangeal and proximal interphalangeal 
joints to a right angle and then exerted 
the upward pressure against the dorsal 
surface of the parallel second phalanx. In 
this manner the pressure was exerted 
against the extensor tendon which had no 
such sheath. 


The results in his hands were excellent, 
for he knew exactly how much pressure 
to apply ; but whenever a novice attempted 
to copy his method there was frequently 
a failure. The nlaster of paris could not 
adapt itself to the changes in size of the 
hand when the postreduction swelling ap- 
peared and then subsided. As a result of 
this, the two most frequent complications 
were pressure sores over the dorsum of 
the proximal interphalangeal joint and 
flexion deformities of this same joint as a 
result of it being immobilized under pres- 
sure for two or three weeks. 

It was my conviction that if some 
method could be devised which would 
maintain the position of the fragments 


ee fifteen years ago I was first 
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as described by Jahss and yet be adjust- 
able, it would eliminate the primary ob- 
jections, namely, the pressure sore and the 
flexion deformity of the proximal inter- 
phalangeal joint. 

In about 1941 an adjustable instrument 
or splint was devised (Fig. 1). This splint 
employed the use of adjustable pressure 
pads which could easily maintain the cor- 
rected position of the fragments once they 
were properly reduced. The pressure could 
be adjusted at will, thereby eliminating the 
two primary objections encountered when 
the finger was encased in rigid plaster of 
paris. At regular intervals the pressure 
pads could be released while the position 
of the fragments was manually main- 
tained. The proximal interphalangeal 
joint could be massaged and manipulated. 
Immediately thereafter the pressure pads 
could be reapplied to maintain the cor- 
rected position. 

This original splint was made entirely 
of metal, and after four years of satis- 
factory trial in the service, it was pub- 
lished in 1946.2 At that time the splint 
was used only in the treatment of simple 
transverse fractures involving the lateral 
four metacarpal bones. 

The inconvenience of seeing the patient 
every second or third day in order to re- 
lease and massage the flexed finger be- 
came bothersome. Perhaps the flexed 
finger could be eliminated, at least in part? 
Perhaps slight pressure against the volar 
surface of the metacarpal head could be 
applied during the later phase of immobili- 
zation? Perhaps this slight pressure would 
not cause irritation to the flexor tendon 
sheath? 

Further experience taught me that, if 
a simple metacarpal fracture is thorough- 
ly disimpacted by the surgeon, only a very 
small amount of upward pressure on the 
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Fig. 1—Schematie drawing and ph 


otograph of the origi 
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a 


nal all-metal splint. The lower pressure pad 


could be dropped, the proximal interphalangeal joint extended and massaged, and the pressure pad 
reapplied. This eliminated the pressure sore and flexion deformity at the proximal interphalangeal 
joint. 


metacarpal head is necessary to maintain 
the reduced position. This pressure merely 
has to counteract the deforming pull ex- 
erted by the lumbrical and interosseous 
muscles and is supportive rather than 
forceful. In actual experience the support 
was merely that of a rest for the meta- 
carpal head once it was properly reduced. 
It was thought that the amount of sup- 
portive pressure, when executed properly, 
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would not cause irritation of the skin or 
the intervening flexor tendon sheath. 
Thus, instead of using the flexed finger 
throughout the entire period of immobili- 
zation, it was thought that the finger could 
be extended after the postreduction swell- 
ing subsided. This would allow normal 
mobility of the proximal interphalangeal 
joint during the process of healing and yet 
maintain the corrected position of the frag- 
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ments. In order to accomplish this, a 
square attachment was devised (Fig. 2). 
This was applied to the original splint 
three to four days after reduction of the 
fragments. Thus, the fingers remained in 
extension during the remaining period of 
immobilization. The results were grati- 
fying. 

Since the splint was opaque to the roent- 
gen ray, there was considerable difficulty 
in visualizing the fragments, especially 
after the square attachment was applied. 
Therefore, it was again modified and made 
entirely of a plastic material (Fig. 3). 
Thus it became radiolucent and did not 
obstruct visualization of the fragments on 
the roentgen film. Further experimenta- 
tion revealed that, in addition to the simple 
transverse metacarpal fractures, the in- 
strument could be used successively for 
all types of fractures involving the lateral 
four metacarpal bones (Fig. 4). These 
included simple transverse and oblique 
fractures in addition to comminuted and 
compound fractures. A report was pub- 
lished in 1948.* 

It was not until 1951 that an article was 
published demonstrating the use of a 
part of this splint in the treatment of all 
types of fractures about the base of the 
thumb.‘ As a result of this development, 
the splint could then be used for all types 
of fractures involving the lateral four 
metacarpal bones, in addition to fractures 
and dislocations about the base of the 
thumb (Fig. 5). 


Fig. 2.—Photograph of the original all-metal 
splint with the square attachment applied. 
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Fig. 3.—Photograph of the original all-plastic 
splint, showing both the vertical and the square 
attachments applied. The vertical attachment 
was removed after three to four days and the 
square attachment applied for two and a half 
weeks. Position of the fragments was then main- 
tained with the finger in extension. 


At one time it appeared that the splint 
could provide adequate immobilization of 
two or more metacarpal fractures simul- 
taneously. It was thought that this could 
be accomplished by merely turning the 
pressure pads transversely. This was tried, 
but the result was only fair (Fig. 6). 
Since the volar surface of the hand is con- 
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BONE DEFECT 


Fig. 4.—Schematic drawings demonstrating the use of this splint with all types of fractures involv- 

ing the lateral four metacarpal bones. A, simple transverse fracture, first three to five days; B, 

simple transverse fracture, last two to three weeks; C, oblique fracture without overriding; D, 

oblique fracture with overriding (open reduction with single silk or wire loop fixation); EZ, Com- 
minuted fracture; F, war injuries with bone defect 


cave and the dorsal surface convex, it was 
found that a flat pressure pad applied to 
these surfaces could not evenly distribute 
an adequate amount of pressure to all 
fractured metacarpals. It is now my opin- 
ion that, when more than two fractured 
metacarpals are to be properly splinted, 
it is necessary to apply a convex pressure 
pad on the volar surface and a concave 
counterpressure pad on the dorsal surface. 


Although this form of splinting has not 
been adequately tried, the mechanical prin- 
ciple appears sound. 

A large number of surgeons throughout 
the world have used this method of treat- 
ing metacarpal fractures and have been 
gratified with the results. Some have at- 
tempted to use the splint without thor- 
oughly understanding its mechanics and 
have met with failure. As with any sur- 
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Fig. 5.—Schematie drawings demonstrating the use of this splint for fractures and dislocations in- 
volving the base of the thumb, A, simple transverse fracture; B, Bennett’s fracture; C, dislocation; 
D, method of application. 


gical procedure, good results cannot be ob- 
tained without being thoroughly familiar 
with the tools involved. 

As experience was gained, other refine- 
ments were considered. It was hoped that 
some method of simplification might be 
adopted that would allow equally good re- 
sults and yet obviate the objections of 
some who maintained that the use of the 
vertical attachment followed by the square 


attachment was too complicated for such 
a simple disability. It seemed probable 
that this simplification could be accom- 
plished if the vertical attachment could be 
eliminated. 

Pressure symptoms referable to the flex- 
or tendon sheath were never encountered 
when the square attachment was applied 
three to four days after the original reduc- 
tion. When the fracture was oblique or 
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Fig. 6.—Fracture of three metacarpals treated 

with the square attachment with only a fair re- 

sult. A good result might have been obtained if 

the pressure pads had conformed to the normal 
arch formed by the metacarpals. 


comminuted and did not require forceful 
disimpaction, the square attachment could 
be applied directly, thus eliminating the 
flexed finger and the vertical attachment. 
In these circumstances the finger was im- 
mediately extended and light pressure was 
applied directly to the volar surface of the 
metacarpal head. Because of this experi- 
ence, an attempt was made to eliminate 


Fig. 7.—Simple impacted metacarpal fracture before and after treatment. Only the square attach- 
ment was used. Supportive pressure was applied directly beneath the metacarpal head without irri- 
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the vertical attachment and the flexed 
finger. After the simple transverse im- 
pacted fracture was thoroughly broken up, 
the supportive pressure was then applied 
directly to the volar surface of the meta- 
carpal head. The counterpressure was ap- 
plied to the dorsum of the metacarpal 
shaft, just proximal to the fracture site. 
By this method of immobilization a very 
satisfactory end result was obtained with- 
out the inconvenience of the flexed finger 
and the annoyance of adjusting the verti- 
cal attachment or massaging and manipu- 
lating the flexed proximal interphalangeal 
joint (Fig. 7). It must be remembered 
that the pressure should at all times be 
merely supportive and at no time should 
result in pain. Both pressure pads should 
be snug but not uncomfortable when prop- 
erly applied. In this manner of the frag- 
ments may be obtained without injury to 
the soft parts. The involved finger is al- 
lowed full freedom of motion, and the 
position of the fragments is easily main- 
tained until union occurs. 

Originally it was assumed that the 
splint should be left intact for three to 
four weeks, or until callus was visible on 


tation to the skin or the intervening flexor tendon sheath. Excellent functional result in two weeks; 
patient completely asymptomatic in three weeks. 
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the film. Experience has shown that with 
freedom of motion there is also improve- 
ment in circulation, which apparently en- 
hances healing. In about two weeks ten- 
derness about the fracture site becomes 
minimal, even though callus is not visible 
on the roentgen film. The splint may then 
be entirely removed and normal motion 
allowed. Position of the fragments is 
maintained by fibrous union, while the 
production of bony union usually occurs in 
another two weeks. 

Since the splint must be versatile and 
adaptable to hands of various sizes and 
shapes, the long arm was angulated pri- 
marily for treatment of the lateral four 
metacarpal fractures. Subsequently the 
long arm of the splint was found adapta- 
ble to fractures and dislocations about the 
base of the thumb. It was suggested at 
that time that the wrist be placed in ulnar 
deviation and a slightly cocked-up posi- 
tion in order to align the thumb properly 
with the long attachment (Fig. 8). Oc- 
casionally it was found that the patient 
was unable to achieve sufficient ulnar de- 
viation of the wrist to place the dorsum 
of the thumb parallel with and sufficiently 
beneath the long arm of the splint. Be- 
cause of this, it often became necessary 
to elevate the splint with a roll or wedge 
of plaster of paris (Fig. 9). This method 
of application provides adequate room be- 
tween the long arm and the dorsum of the 
thumb to manipulate and apply the pres- 
sure pad in the proper manner, as origi- 
nally described.* 


SUMMARY 


Simplifications and improvements in 
the treatment of fractures of the lateral 
four metacarpals, as well as fractures and 
dislocations about the base of the thumb, 
are described. 

In the author’s opinion, the flexed finger 
method of treating metacarpal fractures 
is no longer necessary in most cases. The 
fractured metacarpal bone may be ade- 
quately splinted with the finger held in 
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Fig. 8.—Photograph showing that the hand should 

be in ulnar deviation and in 30 degrees of dorsi- 

flexion to align the splint properly with the dor- 
sum of the thumb. 


extension and at all times freely movable. 
Pressure properly applied to the volar 
surface of the metacarpal head does not 
result in irritation and thickening of the 
intervening flexor tendon sheath. 

This method of splinting, however, is 
not adequate when more than two meta- 
carpals are involved. A proposed modifi- 
cation is described and is now in the 
process of trial. 

In treating fractures about the base of 
the thumb, it is often necessary that the 
long arm of the splint be slightly elevated 
with plaster of paris, so that its distal 
portion lies parallel to the dorsum of the 
thumb and leaves sufficient room to ma- 
nipulate the pressure pad. 


RIASSUNTO 


Viene descritto un metodo semplice e 
perfezionato per la cura delle fratture dei 
quattro metacarpi laterali e delle fratture 
e lussazioni del pollice. 

L’Autore é@ d’avviso che il metodo del 
dito flesso nella cura delle fratture meta- 
carpali non sia necessari nella maggioran- 
za dei casi. Il metacarpo, difatti, pud essere 
mantenuto in buona posizione anche a dito 
esteso e libero. Una pressione opportuna- 
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Fig. 9.—Method to be used when the hand cannot be placed in ulnar deviation, a wedge of plaster is 
used to elevate the splint. 


mente applicata sulla faccia palmare della 
testa del metacarpo non porta ad irritazi- 
one 0 ispessimento del tendine flessore. 

Questo metodo di immobilizzazione, tut- 
tavia, non é adatto quando pit di due meta- 
carpi sono interessati. Viene proposto un 
metodo di cura che é tuttora alla prova. 

Nella cura delle fratture della base del 
pollice é spesso necessario che il capo lungo 
della stecca sia sollevato con gesso, cosic- 
ché la sua porzione distale sia parallela al 
dorso del pollice. 


RESUMO 


Sao descritas pelo autor varios proces- 
sos para simplificacaéo do tratamento das 
fraturas dos metacarpianos, e bem assim 
das fraturas e luxacao do polegar. 

Discute os diversos processos de imobili- 
zacao, e sugere varias inovacées baseadas 
em sua vasta experiencia. 

Conclue fornecendo o seu ponto de vista 
sObre m maneira como devem sér tratadas 
tais fraturas. 


ZUSAM MENFASSUNG 


Es werden Mittel zur Vereinfachung 
und Verbesserung der Behandlung von 
Briichen “der vier lateralen Metarkapal- 
knochen und von Briichen und Verrenkun- 
gen an der Daumenwurzel beschrieben. 

Nach Ansicht des Verfassers ist Finger- 
beugung in der Behandlung von Metakar- 
palbriichen in den meisten Fallen nicht 
mehr notig. Der gebrochene Metakarpal- 
knochen kann ausreichend geschient wer- 
den, wahrend die Finger gestreckt und 
stets frei beweglich sind. Sachgemiss auf 
die Volarflache des Metakarpuskopfes 
ausgeiibter Druck hat weder eine Reizung 
noch eine Verdickung der dazwischenlie- 
genden Scheide der Beugesehne zur Folge. 

Dieses Schienungsverfahren reicht al- 
lerdings nicht aus, wenn mehr als zwei 
Metakarpalknochen gebrochen sind. Es 
wird eine Modifikation des Verfahrens, die 
sich zurzeit im Stadium des Versuches be- 
findet, beschrieben. 

Bei der Behandlung von Briichen in der 
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Gegend der Daumenwurzel ist es oft not- 
wendig, den langen Arm der Schiene mit 
dem Gipsverband leicht zu erhéhen, sodass 
das distale Ende der Schiene parallel dem 
Daumenriicken zu liegen kommt und ge- 
niigend Platz lisst, um das Druckpolster 
zu manipulieren. 


RESUMEN 


Se describen la simplificaciones y me- 
joras en el tratamiento de las fracturas 
de los cuatro metacarpianos laterales, asi 
como las de las fracturas y dislocaciones 
de la base del pulgar. 

En la opinién del autor el método del 
dedo flexionado en el tratamiento de las 
fracturas metacarpales no es necesario en 
la mayoria de los casos. El hueso meta- 
carpiano fracturado puede ser enyesado 
adecuadamente en extensié6n y libremente 
movil en todo tiempo. La presién sobre 
la superficie ventral de la cabeza meta- 
carpal, aplicada apropiadamente, no pro- 
duce irritacién 6 engrosamiento de la 
vaina tendinosa del flexor correspondiente. 

Sin embargo, este método de inmoviliza- 
ci6n no es adecuado cuando se encuentran 
complicados mas de dos metacarpianos. Se 
describe una modificacién que se encuen- 
tra en ensayo. 

En tratandose de fracturas de la base 
del pulgar es a menudo necesario elevar 
ligeramente la rama larga del molde con 
el yeso de manera que la porcién distal 
permanesca paralela al dorso del pulgar 
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y deje espacio suficiente para manipular 
el cojinete. 


RESUME 


L’auteur disserte des fractures des 
quatre métacarpiens latéraux de méme 
que de la fracture et luxation. de la base 
du pouce. 

L’auteur est d’avis qu’il n’est plus néces- 
saire de se servir du procédé du doigt 
fléchi. Une pression bien faite sur la région 
blessée n’améne aucune irritation ni épais- 
sissement de la gaine du tendon fléchis- 
seur. Ce procédé cependant, ne peut 
s’employer lorsqu’il y a plus de deux os 
fracturés. Dans le traitement des fractures 
de la base du pouce, il faut quelquefois 
élever la section la plus longue. de l’ap- 
pareil afin que la partie distale soit paral- 
léle a la face dorsale du pouce, pour de la 
sorte laisser suffisamment d’espace pour 
manipuler les coussins 4 pression. 
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Tumors of the Bladder 


GEORGE H. EWELL, M.D., F.A.C.S., F.I.C.S., AND 
JOHN J. MUELLER, B.S., M.D. 


MADISON, WISCONSIN 


E have reviewed the histories of 

W 61 patients with carcinoma of the 

bladder, treated and followed in 

our clinic for at least one year. We dis- 

carded a small group of cases because of 

lack of adequate follow-up, and cases in 

which the tumors were treated during the 

past year were excluded because they have 
not been observed long enough. 

In this review we were primarily inter- 
ested in analyzing our results with respect 
to the treatment given. We did survey the 
chief symptoms, the age and sex incidence 
and the location of the tumor and found 
that they corresponded sufficiently with 
previous reports to eliminate the need of 
further discussion. However, we have 
been sadly impressed with the fact that so 
obvious and alarming a symptom as hema- 
turia frequently had been disregarded or 
improperly evaluated for months before 
we saw the patient. 

Cystoscopic examination has been the 
chief method of diagnosis, but we have 
frequently also employed cystographic and 
excretory pyelographic studies while mak- 
ing our survey of the patient. A careful 
history and physical examination have 
been, of course, initially done in every case. 
Biopsy has been performed with the cysto- 
scopic forceps on occasion, but usually the 
specimen was obtained with the resecto- 
scope. In those instances in which the 
procedure seemed adaptable, we have pro- 
ceeded to complete the resection at that 
time. 

Our pathologist is reluctant to grade 
tumors, so most of those in the cases re- 
viewed in this series were not classified in 
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that manner. However, all were reported 
as malignant. 

In 8 cases the tumor was classified as 
highly anaplastic carcinoma or carcinoma 
simplex; in the remainder, as transitional 
cell carcinoma. Cystoscopically, an effort 
was made to describe and evaluate the tu- 
mors, and they were grouped as follows: 
Flat, ulcerated and infiltrating, 4; fungat- 
ing and infiltrating, 1; solid and infiltrat- 
ing, 13; and sessile infiltrating, 7—a total 
of 25 infiltrating tumors. 

In the noninfiltrating group we found 
there were 36 tumors designated as vil- 
lous, papillary, sessile, or solid peduncu- 
lated. 

Operative Procedures. — Simple cysto- 
scopic procedures and fulguration were 
elected in 5 cases; in 1 of these, some years 
later, transurethral resection was required. 
In 3 of the remaining cases fulguration 
was employed several times. In 1 patient, 
a man, there were repeated recurrences 
or new growths, and he has been treated 
eighteen times during the past nine years. 

This method was employed for the small 
papillomatous type of growth only, and 
then only when it could not be handled 
properly with the resectoscope. 

We used transurethral resection pri- 
marily in 30 cases. In 6 of these some 
secondary operation was required later. 
This technic is preferred for lesions that 
do not appear to be infiltrating and are 
located in the lower parts of the lateral or 
posterior walls of the bladder, in the base 
or in the region of the vesical orifice. 

Suprapubic cystotomy, with wide elec- 
trosurgical excision of the tumor and 
thorough electrocoagulation of the bed and 
margins, is our choice for larger tumors, 
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TABLE 1.—Treatment and Results in Thirty 
Cases of Tumor of the Bladder 


Treatment 
Transurethral resection only.................... 24 cases 
Plus later ureteral transplant.................. 4 cases 
Later cystotomy and fulguration.............. 2 cases 
Results 
Survival for one year or more............ 21 (70%) 
Survival for five years................. .. 9 (30%) 


TABLE 2.—Treatment and Results in Twenty-Two 
Cases of Tumor of the Bladder 


Treatment 
Cystotomy, electrosurgical excision 

Plus secondary ureteral transplant........ 2 cases 
Plus secondary transurethral resection.. 6 cases 

Results 
Survival for one year or more......... 11 (50%) 
Survival for five years............. ... 9 (40%) 


i.e., extensive ones that are beyond hope 
of adequate permanent removal, those so 
located as to be difficult to remove com- 
pletely with the resectoscope and the occa- 
sional one associated with such severe 
hemorrhage that proper visualization with 
the resectoscope is impossible. 

We chose this method in 22 cases pri- 
marily, and in the months or years that 
followed 8 of the patients required a sec- 
ondary operation. 

We performed total cystectomies on 2 
patients that seemed good “prospects” for 
the procedure. These will be discussed later. 

Partial cystectomy was performed on 1 
75-year-old woman who had had hema- 
turia for a year before we saw her. She 
had an extensive, infiltrating, highly ma- 
lignant tumor on the left vesical wall. She 
died at home six months later. 

One patient was treated with high volt- 
age roentgen therapy only, for a large 
tumor that had metastasized to the spine 
and lymph nodes before admission to the 
hospital. 

Our results in these cases are shown in 
the accompanying tables. 

We present briefly the cases in which 
ureteral transplants were performed. 

CASE 1.—A man aged 64, had a large infil- 
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trating necrotic tumor involving one-fourth of 
the bladder and extending over the entire left 
half of the trigone, the left lateral wall and 
base posteriorly, and forward to the dome and 
the vesical neck. He had had gross hematuria 
for three weeks. Transurethral resection was 
performed primarily, with extensive fulgura- 
tion to control the bleeding. The pathologic 
diagnosis was transitional cell carcinoma with 
invasion of the muscle wall. Bilateral ureter- 
osigmoidostomy was performed two weeks 
later, after several transfusions in prepara- 
tion for a possible total cystectomy. Abdom- 
inal exploration had not revealed any grossly 
involved lymph nodes. However, the patient 
did not do well, and two weeks after the oper- 
ation the value for blood urea reached 181 mg. 
per hundred cubic centimeters, and he died. 
Autopsy was not permitted. 

CASE 2.—A man aged 79 had had an irri- 
table bladder with gross hematuria for three 
months. He also had an extensive infiltrating 
transitional cell tumor with invasion of the 
muscle wall. Fixation of the bladder was ob- 
served on bimanual palpation. He was treated 
by transurethral resection primarily, but 
without hope of cure. The bilateral uretero- 
sigmoidostomy was performed five months 
later, in an attempt to relieve the symptoms 
of extreme irritability of the bladder. Ex- 
ploration revealed extensive lymph node in- 
volvement. A wound dehiscence occurred ten 
days after the operation, and, although it was 
promptly closed, the patient failed to rally and 
died three days later. The ureteral transplants 
were functioning well up to the time of death. 

CASE 3.—A man aged 56 was treated pri- 
marily by cystotomy and electrosurgical ex- 
cision and fulguration. There was an extensive 
growth consisting of two distinct pedunculated 
tumors and a broad infiltrating necrotic mass 
covering the right half of the trigone and the 
right aspect of the base, diagnosed as transi- 


TABLE 3.—Other Methods of Treatment 


Number of 
Treatment Cases Deaths 
Partial cystectomy 1 
Palliative roentgen therapy............ 1 1 
Cystoseopic biopsy and fulguration 4 None 
Subsequent transurethral resection 1 None 


TABLE 4.—End Results in Total Series of 
Sixty-One Cases 
| 36 cases (59%) 
Patient survived five years 
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tional cell tumor invading the musculature. A 
ureteral transplant was elected as a palliative 
procedure. This was performed by the cuta- 
neous route on the right side, because of 
marked dilatation of the ureter, and into the 
sigmoid on the left side. The patient died four 
days later in uremia, and autopsy disclosed 
extensive carcinoma simplex with marked 
hydronephrosis and infection of the right kid- 
nev. Acute left pyelonephritis was also ob- 
served. In addition, the autopsy revealed the 
entire intestinal tract, including the small 
bowel, to be filled with water and retained 
urine. The rectal tube had collected a satisfac- 
tory output, but apparently not all. Since this 
experience we have since used the Virden Fo- 
ley type of catheter designed for the adminis- 
tration of barium for roentgen examination 
of the colon. This tube does not cause the pa- 
tient any discomfort and rarely requires irri- 
gation. 


CASE 4.—A man aged 55 originally had 
undergone a transurethral resection for carci- 
noma of the prostate and was given estrogenic 
therapy. He did well for fifteen months, after 
which hematuria developed. Cystoscopic study 
revealed a pedunculated 3 cm. tumor on the 
posterior wall. This was resected transure- 
thrally, and several weeks later bilateral ure- 
teral transplants were performed. One carci- 
nomatous iliac lymph node was observed at 
operation, and roentgen therapy was decided 
on, in preference to cystectomy. During the 
following month blood was passed occas‘onally 
per rectum. The patient died at home some 
six months later. 


CASE 5.—Another transplant was performed 
as a palliative procedure in a woman aged 89. 
after cystotomy and electrosurgical excision 
and fulguration. She died two days later, and 
autopsy revealed extensive spread of the car- 
cinoma, 


CASE 6.—The patient, a woman, had under- 
gone a hysterectomy elsewhere for carcinoma 
of the uterus, three years prior to consulting 
us. Later some radon seeds had been implant- 
ed in the region of the cervix. She entered 
with a complaint of intermittent urinary re- 
tention of six weeks’ duration, and a tumor 
was discovered and resected at the vesical ori- 
fice. It was diagnosed as an alveolar type 
carcinoma of the bladder. Six weeks later, 
leakage of urine occurred and a vesicovaginal 
fistula was observed. After a number of trans- 
fusions, bilateral ureterosigmoidostomy was 
performed as a palliative procedure, but the 
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patient died two days later, apparently of 
acute pyelonephritis. 

CASE 7.—A man aged 58 was admitted with 
a history of hematuria of four days’ duration. 
There was an extensive solid tumor in the 
right base of the bladder without apparent 
fixation of the base, and ureterosiogmoidos- 
tomy and total cystectomy were performed. 
The patient died ten months later. Autopsy 
revealed practically normal ureters and kid- 
neys, but there were extensive carcinomatous 
metastases, particularly to the liver, which 
was the largest our pathologist had ever seen, 
weighing approximately 10 pounds (4.5 Kg.). 

CASE 8.—A woman aged 68 also had an ex- 
tensive tumor involving the right vesical base. 
A nonfunctioning left kidney and dilatation 
of the ureter and kidney were noted, with fair 
function, on the right. The left ureter had 
probably been ligated during a hysterectomy 
some twenty-five years earlier. The ureter 
could not be catheterized. The urine was gross- 
ly infected. A right nephrostomy was per- 
formed and transfusions given. Two weeks 
later total cystectomy and right cutaneous 
ureterostomy were performed. The patient 
did well for one year, after which a recurrence 
developed in the urethral meatus. The entire 
urethra (including the meatus) had not been 
removed at operation. This lesion and the 
remnant of the urethra were widely excised 
with the electrosurgical loop. Recently pain 
developed in the right hip, which in our radi- 
ologist’s opinion is due to metastasis to the 
bony pelvis. Two subarachnoid injections of 
alcohol have been given in an attempt to alle- 
viate the pain, but during the past month the 
patient has begun to fail, approximately one 
and one-half years since the cystectomy. 

An additional case, not included in the 
statistics in this series, was that of a man 
aged 45, first seen in 1939 with the com- 
plaint of blood in the urine “off and on” 
for three years. Cystoscopic study re- 
vealed a small tumor. A biopsy specimen 
was taken and thorough fulguration per- 
formed. The pathologic diagnosis was 
transitional cell carcinoma. Five years la- 
ter another small growth was discovered 
and similarly treated. A small recurrence 
was observed at the internal sphincter a 
year later and fulgurated, and then, in the 
following year a transurethral resection 
was performed because of another recur- 
rence. This one showed some invasion 
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into the muscle. Total cystectomy was then 
proposed, and the right ureter was anas- 
tomosed to the sigmoid. The patient re- 
turned home, became busy with outside 
activities and did not come back for the 
transplant of the left ureter until] three 
months later. He did very well after these 
procedures for a month, after which he 
complained of low back pain, and rectal 
examination revealed infiltration of the 
base of the bladder. Suprapubic explora- 
tion revealed extensive spread of the tu- 
mor. Roentgen therapy was given, but the 
patient died two months later. 


COMMENT 


Our operative mortality rate for ure- 
teral transplant procedures in this series 
was 62.5 per cent; but the cases were un- 
selected, and the operation was done as a 
palliative procedure on 4 of the 5 patients 
who died in the immediate postoperative 
period. 

The great majority of deaths (22 of the 
25) in this series of 61 cases occurred in 
patients with infiltrating tumors. Many 
of these growths were considerably ad- 
vanced when first seen, and we’ had little 
hope of effecting a cure. 

Although we have, in recent years, rou- 
tinely anesthetized the patient and em- 
ployed bimanual palpation as an adjunct 
to diagnosis, we still are not always able 
to determine definitely whether or not 
there is fixation of the bladder wall. Many 
of the bladder tumors we see are rather 
advanced, but we hope we may encounter 
an occasional infiltrating tumor that can 
be cured by cystectomy. 

High voltage roentgen therapy was used 
postoperatively in 10 cases and preopera- 
tively in the case of 1 woman, who had a 
serious cardiac disorder. She had an 


orange-sized tumor with such friable tis- 
sue that some of it was passed per urethra. 
These sections were identified as transi- 
tional cell carcinoma of the bladder. She 
had been treated elsewhere for about six 
months with occasional bladder irriga- 
tions. 


Roentgen therapy was employed, 
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and the tumor shrunk to walnut-size. We 
then resected it transurethrally, and, when 
the patient died two years later of the car- 
diac disease, there was no trace of tumor. 
This was not an infiltrative tumor. Roent- 
gen irradiation may have had some bene- 
ficial effect in 5 other cases, but in none of 
these was the tumor diagnosed as infiltra- 
tive. We have not used radium or radon 
seed implantation. 


SUMMARY 


The authors have treated 57 of 61 pa- 
tients with carcinoma of the bladder by 
electrosurgical methods, 30 through the re- 
sectoscope, 5 with a cystoscopic electrode 
and 22 by open approach through cystot- 
omy. . 

In treating small papillary tumors by 
electrocoagulation, they prefer to use the 
resectoscope, thoroughly coagulating the 
lesion first and then resecting an area of 
the wall widely about the base. 


Similarly, when larger lesions are treat- 
ed by the transurethral method, they ex- 
cise and are probably wider than is neces- 
sary and again thoroughly electrocoagulate 
the underlying musculature and the sur- 
rounding mucosa. As a result of these 
rather extensive resections and coagula- 
tions, they have had some trouble with 
secondary hemorrhages and episodes of 
pyelonephritis, due either to cutting across 
the ureteral orifices or to edema and swell- 
ing of the intramural ureter. 

They use the small resectoscope sheath 
to prevent trauma to the urethra and the 
vesical neck, since such trauma invites sec- 
ondary tumor transplants. 

In the authors’ opinion their best results 
have been obtained by employing supra- 
pubic cystotomy with extensive electro- 
coagulation, followed by electrosurgicai 
excision of the neoplasm followed again by 
electrocoagulation. In such cases, when 
the lesion is extensive and infiltrating, they 
frequently excise the entire thickness of 
the bladder wall, exposing the paravesical 
fat. In several of these instances, when 
the intramural portion of the ureter was 
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widely cut, the ureter has been transplant- 
ed into another area of the bladder wall. 

Primary closure of the bladder is pre- 
ferred to any type of suprapubic drainage. 


RESUMEN 


Los autores han tratado 57 de 61 pa- 
cientes con carcinoma de la vejiga por 
métodos electroquirurgicos, 30 a través del 
resectoscopio, 5 con un electrodo cisto- 
scépico y 22 por via abierta a través de 
una cistostomia. 

En la opinién del autor los mejores 
resultados han sido obtenidos usando la 
cistostomia suprapubica con electrocoagu- 
lacion amplia. En tales casos, cuando la 
lesion es extensa e infiltrante, frecuente- 
mente extirpan todo el engrosamiento de 
la pared vesical, exponiendo la grasa para- 
vesical. 


RESUME 


Les auteurs ont traité 57 patients sur 61 
présentant un cancer de la vessie, par des 
procédés d’électro-coagulation. 30 patients 
furent opérés a l’aide du résectoscope, 5 
a l’aide d’une électrode a travers le cysto- 
scope, 22 par cystostomie. Les auteurs 
ont eu cependant plus de succés lorsqu’ils 
ont pratiqué |’électrocoagulation a vessie 
ouverte. Ils n’ont pas craint de réséquer 
une large portion de la paroi vésicale, 
lorsque le cancer est étendu et infiltrant. 
Si luretére est traumatisé, ils l’ont ré- 
implanté. La vessie est toujours fermée 
apres l’intervention sans drainage sus- 
pubien. 


RESUMO 


Os autores trataram 57 de 61 doentes 
portadores de cancer da bexiga pelos pro- 
cessos electro-cirurgicos, sendo que 30 
artavés ressectoscopio, 5 por meio cisto- 
scopico com electrodo, e 22 servindo-se da 
cistostomia. 

Concluem os autores afirmando que a 
intervengao quando praticada através a 
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cistostomia oferece os melhores resultados, 
devendo pois a via supra-pubica sér a es- 
colhida, seguindo-se o fechamento imedi- 
ate da bexiga, que deve sér preferido a 
qualquer dos tipos de drenagem supra- 
pubica comumente usados. 


ZUSAM MENFASSUNG 


Die Verfasser haben 57 von 61 Kranken 
mit Blasenkarzinom mit elektrochirur- 
gischen Methoden behandelt, und zwar 30 
durch das Resektoskop, 5 mit einer zysto- 
skopischen Elektrode und 22 auf dem Wege 
iiber die chirurgische Blasener6éffnung. 

Die Verfasser glauben, ihre besten Re- 
sultate mit der suprapubischen Zystotomie 
und umfangreicher Elektrokoaglation, ge- 
folgt von elektrochirurgischer Resektion 
der Geschwulst und nochmaliger Elektro- 
koagulation, erreicht zu haben. Wenn die 
Erkrankung ausgedehnt und infitrierend 
ist, resezieren sie haufig die gesamte Dicke 
der Blasenwand, wobei das paravesikale 
Fettgewebe freigelegt wird. In manchen 
dieser Falle wurde, wenn der intramurale 
Harnleiterabschnitt ausgiebig zerschnit- 
ten war, der Harnleiter in eine andere 
Stelle der Blasenwand eingepflanzt. 


RIASSUNTO 


Gli Autori hanno curato 51 pazienti af- 
fetti da carcinoma della vescica con metodi 
elettro-chirurgici; in 30 usarono il cisto- 
scopio operatore; in 22 l’intervento chi- 
rurgico mediante cistotomia. 

L’Autore é d’avviso che i migliori risul- 
tati si ottengano con la cistotomia sopra- 
pubica, elettrocoagulazione estesa, aspor- 
tazione elettrochirurgica de] tumore e 
successiva elettrocoagulazione. In tali casi 
quando la lesione é estesa ed infiltrante, 
essi resecano tutto lo spessore della parete 
vescicale fino al grasso circostante. In 
molti casi, quando la porzione intramurale 
dell’uretere @ stata sezionata, l’uretere 
viene impiantato in un altro punto della 
parete vescicale. 

La chiusura primitiva della vescica é 
preferibile a ogni drenaggio. 


Editorial 


glance, an illusory simplicity about 

it. Famous names are just those 
which are well known. Degrees of fame 
are not easily measured, and opinions vary 
as to whether particular persons are or 
are not famous. Public recognition may 
be distinct from professional. But if one 
accepts the views of surgeons with regard 
to their own field, there is doubtless agree- 
ment as to a small number of leaders 
whose place in history can hardly be ques- 
tioned. Probably no one would deny that 
Paré in the sixteenth century, the Hunters 
in the eighteenth, and Harvey Cushing in 
the twentieth were famous surgeons. 

It is also relatively easy to point out 
the different routes by which fame is at- 
tained in surgery. Some men have fol- 
lowed more than one of these, and in any 
case the routes overlap; yet, for purposes 
of analysis, they may be distinguished 
Since surgery has always been practical 
and has never become so deeply involved 
in speculation as has internal medicine, 
certain surgeons in all periods have been 
famous primarily for their skill and dex- 
terity. These qualities are more or less 
independent of scientific knowledge or 
even of scientific equipment. Until the late 
eighteenth century, many surgeons were 
of this type. They proceeded along empi- 
rical lines and ignored current medical 
theories. If outstanding, they were great 
operators rather than great scientists. In 
our own day both scientific knowledge and 
technical ability are essential and it would 
be difficult to find a surgeon who was 
simply an able craftsman. Yet some recent 
surgeons have been known especially for 
their technical skill. The late Dr. John B. 
Deaver of Philadelphia might be placed 
in this category. 

A second way of attaining fame was bv 


Tae concept of fame has, at first 
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introducing new instruments, materials, 
or technics into surgical practice. This is 
constantly illustrated by the professional 
habit of attaching a man’s name to a par- 
ticular procedure or device he has origi- 
nated; for example, the “Murphy button” 
employed in intestinal surgery, or “Mc- 
Burney’s point” and his abdominal grid- 
iron incision for appendectomy. The first 
well-known American surgeon, Dr. Philip 
Syng Physick, attracted favorable atten- 
tion by his use of silver and other new 
materials for sutures. Even so simple a 
matter as wearing rubber gloves—cotton 
gloves had been suggested earlier — en- 
hanced Halsted’s reputation. But this 
basis for fame is too well known to require 
elaboration. 

Closely associated with new technics are 
basically new operations. If the latter are 
generally adopted, they naturally add 
much to a man’s standing. This, too, is 
a matter of common knowledge, so I shall 


; 
4 
‘ 
Ms 
. 
Ss < 


JOURNAL OF THE INTERNATIONAL COLLEGE OF SURGEONS 


recall only one striking instance—the case 
of the American surgeon Marion Sims. 
Although untrained in gynecology, he 
worked out on slaves what seems to have 
been the first successful operation for vag- 
inal fistula (1849). Incidentally, he had 
to purchase one of his patients for the 
purpose. The obstetrical practice of the 
period being what it was, there was a con- 
siderable demand for the operation, and 
Sims acquired a popular reputation. He 
was.also soon recognized in the chief Euro- 
pean centers, primarily on the basis of this 
one achievement. 

There are many parallels in general 
medicine to the introduction of a novel 
operation in surgery. Physicians became 
famous for new drugs or forms of treat- 
ment; for example, when the English phy- 
sician Withering brought in the use of 
digitalis late in the 1700’s, or when Dr. 
Banting, a Canadian, discovered insulin 
during the present century. These two 
instances, by the way, illustrate tendencies 
worth noting. In medicine, as well as in 
surgery, discoveries may involve no great 
learning. Withering was simply wise 
enough to test drugs already used in folk 
practice. Banting, although he was a 
trained physician, was not a specialist in 
the field of his investigations. He is said 
to have remarked that if he had realized 
what an extensive literature already ex- 
isted on diabetes he would never have 
dared attempt his research. 

These instances may also illustrate a 
tendency to laud especially those physi- 
cians or surgeons whose innovations could 
claim relatively wide application. No mat- 
ter how admirable a new treatment or 
new operation may be in itself, it is less 
likely to bring fame if it pertains only to 
a rare condition. The public, at least, is 
apt to ignore it, unless it happens to be 
unusually dramatic. And the greatest rep- 
utation seems to go, in the long run, to 
surgeons who can be appreciated by the 
public as well as by their colleagues. All 
the instances just mentioned were related 
to common conditions—vaginal injuries, 
heart disease and diabetes. Fame, then, 
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is apt to attend those who serve the old 
formula—the greatest good of the great- 
est number. 

In clinical medicine, this means that 
the greatest acclaim is accorded to inves- 
tigators whose discoveries were applicable 
to many diseases, or at least to one or 
two of the most common and serious 
forms of illness. Hence the undying lustre 
that surrounds Jenner, Pasteur, and those 
who introduced the sulfonamides and the 
antibiotics. In surgery, similar examples 
are found in men who introduced proce- 
dures applicable to nearly all types of 
practice. In some cases these widely used 
methods related to the operating process 
itself—(as in the introduction of the new 
sutures already mentioned). But the out- 
standing illustrations have to do with pro- 
cedures external to this process. The 
introduction of such ancillary aids consti- 
tutes a third road to fame in surgery. 

The classic instances here are the intro- 
duction of inhalation anesthesia, in the 
1840’s and of antiseptic procedures in the 
1860’s. In the first of these, the dentist 
Morton proceeded empirically. His atten- 
tion was called to the possibilities of ether 
by popular entertainments — so-called 
“ether parties’—rather than by scientific 
studies. (Dr. Ives of Yale University had 
investigated the possible medical proper- 
ties of ether years before, but had found 
its inhalation useful only for bronchial 
asthma.) Yet Morton, employing only 
trial-and-error methods, secured results 
that were so dramatic and also so uni- 
versally applicable as to attain world-wide 
recognition. So much fame accumulated 
here that there was, in effect, some left 
over to be divided with Crawford Long 
and Horace Wells. 

Lord Lister, in introducing antiseptic 
procedures, followed a more rational ap- 
proach, since he combined surgical experi- 
ence with a knowledge of Pasteur’s papers 
on the nature of infection. Indeed, his 
work suggests a fourth way to surgical 
fame, namely, through achievements based 
on a systematic blending of general medi- 
cal knowledge with surgical skills. The re- 
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sult is a truly scientific, as distinct from an 
empirical, surgical procedure. 

In a sense, the whole history of surgery 
over the past few centuries has been one 
of transition from empirical to scientific 
approaches. Paré, as early as the sixteenth 
century, made good use of current ad- 
vances in anatomy. But the transition ac- 
celerated with progress in fie!ds related to 
surgery, and constantly enhanced the 
prestige of surgeons themselves. Thus 
John Hunter, who is said to have made 
English surgeons over into gentlemen, was 
a great anatomist and anthropologist as 
well as an outstanding surgeon, and each 
of his interests benefited from the others. 
Again, Dupuytren, the celebrated surgeon 
of the Hotel Dieu in Paris (1777-1835), 
emphasized the importance of pathologic 
anatomy as a basis for surgery. In the 
later nineteenth century, it became of the 
greatest value for the surgeon to know 
physiology as well as anatomy. Physiology 
opened new possibilities to surgery, and 
the men who exploited these attained fame 
as pioneers. One need recall, in this coun- 
try, only such instances as are afforded 
by Halsted’s work on the care of tissues, 
Cushing’s on endocrinology and brain sur- 
gery, and Crille’s on surgical shock. Today 
all able surgeons are workers in applied 
science, and some conduct basic research 
as well. 

In surgery, as in other fields, a leader 
may become well known through his text- 
books—that is, as a scientific writer. Such 
a man may or may not contribute much 
that is new, but in any case he performs 
a distinct service in organizing current 
knowledge. A good illustration in Ameri- 
can surgery is the work of Samuel Gross 
of Philadelphia. Dr. Goldschmid of Laus- 
anne views Gross’ work on _ pathologic 
anatomy (1839) as the first real text on 
that subject in any language, and his sur- 
gical texts were also influential in this 
country. Although Gross was skillful in 
operation, it was primarily his publica- 
tions that made him well known. 

A final ground for fame in surgery, as 


in any other medical field, is professional 
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leadership. Although this presumes re- 
spectable scientific standing, it is not in 
itself a scientific matter. Such leadership 
involves, in varying proportions, the fac- 
tors of vision, personality and administra- 
tive ability. Leaders of this sort have 
founded institutions or societies, edited 
journals, raised professional standards, 
inaugurated movements or guided public 
relations at large. In American medicine 
one thinks at once of such a figure as 
William H. Welch, whose reputation 
rested chiefly on his services to the pro- 
fession rather than to science. Or of John 
Shaw Billings, whose achievements in 
medical bibliography were valuable to sur- 
gery as well as to other fields of medicine. 
I hesitate to suggest any surgeons who 
achieved fame on a professional basis, 
partly because they may also have been 
outstanding as surgeons also, and partly 
because their names are already familiar 
to the profession. Each nation has had its 
own leaders of this type. In the United 
States there were few such men prior to 
1875 or 1900, since our surgical organiza- 
tions largely date from the last seventy- 
five years. But perhaps such a leader as 
Dr. Nicholas Senn—the Swiss-American 
surgeon of Chicago—belongs at least part- 
ly in this category. 

No matter what the means by which a 
surgeon or other leader attains some fame, 
his reputation is apt to be enhanced by 
local, provincial or national pride. To put 
it in another way, a man is usually move 
famous in his own city or in his own coun- 
try than he is elsewhere. This is natural 
enough and presumably harmless, if not 
carried to chauvinistic extremes. I am sure 
that most of us would condemn any na- 
tionalistic distortions of the history of 
science. Although many of the references 
here are to American surgeons, this is 
simply because such names come more 
readily to the mind of an American his- 
torian. Other illustrations, drawn from 
European or from Latin American an- 
nals, would have served equally well in 
a field whose nature and ideals transcend 
all national limitations. 
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So much for the different paths to sur- 
gical fame. It is more difficult to analyze 
the nature of fame, irrespective of the 
manner of its achievement. The most ob- 
vious factor is time. As is well known, 
many men famous in their own day are 
now forgotten. The process of forgetting 
may be quite rapid. Many of us can recall 
surgeons who had quite a reputation only 
fifty years ago but are now “on their way 
out,” historically speaking. Present ac- 
claim offers no assurance of permanent 
recognition. Hence one must agree that 
“only time will tell,” and usually define 
true fame or greatness as that which 
“meets the test of time.” 

This definition, however, immediately 
raises a question: How long an interval 
need be involved in this test? What of the 
men who were well known in their time, 
were then forgotten for decades or even 
centuries, and now are famous once again? 
In surgery, for example, there is the case 
of Teodorico dei Borgognoni, of thir- 
teenth-century Italy. Prominent in his 
own lifetime and long overlooked there- 
after, he is now famous again, at least 
among medical historians, for his use of 
antiseptic dressings and also of materials 
that apparently produced some degree of 
anesthesia. Or, coming down to the last 
century, one recalls at random the notable 
case of Semmelweis of Budapest and Vien- 
na, who was repudiated by his own gen- 
eration but is now one of the most revered 
figures in the annals of obstetrics. 

Some men, then, are praised in their 
own time and later forgotten; while others 
are ignored in their own day but are 
revered thereafter. Is there any rhyme or 
reason in these ups and downs in repu- 
tation? In order to answer this, let us as- 
sume that a given man really merited last- 
ing fame. This objective fact—what he ac- 
tually thought or did—cannot be changed. 
If he was ignored or repudiated in his 
own day, there are several possible expla- 
nations of a subjective nature. His views or 
results may have been irreconcilable with 
prevailing doctrines, as were Theodoric’s 
antiseptic methods with the medieval 


OCTOBER, 1953 


theory concerning “laudable pus.” Of such 
a man we say, “He was ahead of his time.” 
Or he may have been an obscure person 
whose writings were little known. In later 
centuries, publication in a minor journal 
might rob a man of due recognition. This 
was true, in some measure, of Oliver 
Wendell Holmes’ paper on aseptic methods 
in obstetrics (1843). 

Again, an innovator may offend his col- 
leagues, and the resulting enmities arouse 
opposition on a personal basis. This is 
true especially in clinical medicine and 
surgery, since the innovator in these fields 
may accuse his opponents, at least by im- 
plication, of being responsible for fatal 
outcomes. Holmes—and Semmelweis, even 
more strongly—practically said that most 
obstetricians were guilty of murder, and 
this is naturally hard to take. 

A final and rather rare explanation is 
to be found in the man who makes no 
effort to secure recognition. He may be 
excessively modest, or he may be intimi- 
dated by early opposition. Crawford Long 
apparently would never have staked his 
claim to the credit for anesthesia had not 
Morton first come out with his own an- 
nouncements. There have even been cases 
in which a man did not take his own inno- 
novation seriously, and so made no at- 
tempt to secure attention. It is possible 
for a scientist to evolve an idea or a meth- 
od without realizing its wider implications, 
Thus Dr. Wells, an Anglo-American physi- 
cian, explained the essential features of 
Darwin’s theory of evolution nearly fifty 
years before Darwin presented it, but saw 
nothing very significant in the idea. Wells 
even apologized for his theory as an idle 
speculation, so that it is not strange that 
it was ignored by his colleagues. 

In the case of men who did receive con- 
temporary acclaim and were later for- 
gotten, other factors come into play. For 
one thing, much forgetting is inevitable. 
The celebrities of the past have to “move 
over” for those of the present, and, after 
several such shifts, most figures fade out 
in the penumbra of our memories. They 
are first lost to sight by the public, then 
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by their own guild and finally by the his- 
torians. There are several stages in the 
process: a leader is first recalled as a per- 
son, then spoken of in terms of his work 
and finally remember only as a name. 
There simply is not room in our collective 
memory for the long list of once-famous 
men that accumulates over the centuries. 
Whether we like it or not, most of us— 
however prominent now—are headed for 
near-oblivion. 

On the other hand, oblivion sometimes 
seems accidental. Some men, though out- 
standing, have left no message for pos- 
terity — they failed to write, or their 
writings were destroyed. Some of them 
may have deserved lasting fame, but 
never attained it unless someone wrote for 
them. Various classical and medieval sci- 
entists are now known only because they 
are mentioned in the works of others. 
Writing has always been the chief means 
of communication for scientists, and it is 
those who write or are written about who 
fare well with posterity. This truism is 
pertinent here, since some persons or 
guilds write more than do others. Literary 
men, for example, speak of “mute, in- 
glorious Miltons,” but this seems a con- 
tradiction in terms, It is hard to believe 
that anyone with Milton’s ability and tem- 
perament could have refrained from tak- 
ing pen in hand. In the past, however, 
empirical surgeons often did little writing 
—less, for example, than did the learned 
physicians. There probably were some 
notable, early surgeons who were “mute” 
so far as writing was concerned. If so, 
their reputations as a rule died with them. 

Today, of course, we have gone to the 
other extreme: everyone bemoans the fact 
that medical men write too much. Even 
the indexing and abstracting services are 
having a hard time keeping their heads 
above the flood of publications. Hence, at 
present, there is danger that worth-while 
contributions may be lost in the very vol- 
ume of medical outpourings. 

The most obvious explanation for the 
decline of once-famous names, however, 
is the fact that we now prize chiefly those 
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developments which led up to our present 
views. We are confident that science has 
progressed almost continuously since the 
1500’s, and that we are now nearer to the 
truth than was any past era. This is not 
the case with the fine arts; a classical artist 
may have undying fame even though his 
work has no relation to forms now in 
vogue. Nor did this attitude. always ob- 
tain in medicine. In the Middle Ages, that 
physician was greatest who could best 
interpret earlier authorities. But modern 
science prizes most those figures who 
paved the way to present knowledge. Con- 
versely, physicians or surgeons who made 
claims or upheld views no longer accepted 
are given little heed today—no matter 
how unduly celebrated they were in their 
time. 

In the sixteenth century, for example, 
most well-known surgeons still held that 
gunshot wounds should be treated with 
the cautery and boiling oil. These men are 
forgotten. But Paré, who advocated the 
use of simple dressings only, is remem- 
bered, since this procedure eventually won 
general approval. To use a more recent 
illustration, certain surgeons insisted, as 
late as the 1860’s and 1870’s, that anti- 
septic or aseptic methods were unneces- 
sary in operations—ordinary cleanliness 
would do. But Lister urged the further 
precautions that won general approval, 
and it is Lister who is remembered. 

This measuring of the past by present 
standards explains the revival of some 
reputations as well as the loss of others. 
We resurrect, so to speak, men long buried 
in forgotten tomes or manuscripts, once 
we find that they even anticipated our 
own outlooks. The medieval surgeons 
mentioned are at least interesting, because 
we see that they once did even as we now 
do. By the same token, there may be 
present medical men alive today, now little 
known, who will be celebrated by the his- 
torians of 1990 for having anticipated 
some view which by that time will be gen- 
erally accepted. 

To be sure, the mere anticipation of 
future opinions or methods is an uncertain 
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basis for real fame. For reasons to be 
noted shortly, an isolated instance of such 
anticipation may be viewed as having only 
antiquarian interest. There seem to be in- 
numerable instances of this sort; for ex- 
ample, that of the French bacteriologist 
Duchesne, who wrote an entire thesis on 
the antibiotics as early as 1897. Although 
based on experimental evidence, it seems 
to have been completely ignored. The 
whole subject apparently had to be taken 
up anew in the 1920’s. 

One has to be careful, nevertheless, in 
concluding that such anticipations exerted 
no influence. If there were a number of 
anticipations, as there were in the case of 
the antibiotics between 1860 and 1900, 
this at least suggests that there was some 
interest in the subject—that it was “in 
the air.”” And if it was “in the air,” the 
eventual discoverer may have _ profited 
from this, even if he was not aware of 
having borrowed ideas or data from any 
particular predecessor. In this situation 
the early pioneers, even though seemingly 
isolated, did represent the first obscure 
step toward progress and have more than 
antiquarian significance. 

So common is it to find many anticipa- 
tions of great discoveries—so many near- 
hits, as it were—that some historians view 
the final outcome as almost inevitable. 
They are especially likely to do so if the 
near-hits accumulate just before the final 
achievement, In the English - speaking 
world alone, for example, Davy, Hickman, 
Long, Wells, Morton and perhaps others 
were all experimenting with inhalation 
anesthesia between 1800 and 1845. This 
convergence on the problem was by no 
means accidental. Both the social and the 
scientific need of a painkiller were increas- 
ing, and the necessary chemicals were at 
hand. Was it not almost certain, under 
these circumstances, that the goal would be 
attained, if not by one man, then by an- 
other? So, at least, reason some scholars; 
and it is obvious that this conclusion de- 
tracts somewhat from the fame of the 
final discoverer. If Morton had not dem- 
onstrated anesthesia in 1846, Dr. X would 
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have done so one, two or ten years later. 

Historians who accept this philosophy, 
indeed, decry what they call “the great 
man” theory of history. Men, they say, 
do not make the times, so much as the 
times make men. Ergo, we are mistaken 
in ascribing so much fame to particular 
persons. Applying this view to the history 
of surgery, they would say that the very 
nature of medical knowledge after 1840 
made for surgical advances, and that the 
particular figures who illustrate this are 
incidental to an impersonal process. 

Some of us, however, are inclined to 
view this interpretation as having only 
partial validity. It is true that the times 
make men, but it is also true that men— 
and particularly leaders—make the times. 
It is a two-way process; and to argue that 
the one way is more significant than the 
other is like debating the relative impor- 
tance of the impulses in an alternating 
current. Even Marxians, who usually em- 
phasize an impersonal treatment of his- 
tory, make much of their own heroes. 

So, in surgery, we may recognize the 
fact that famous men have been the prod- 
ucts of their day; they stood on the shoul- 
ders of countless unknown colleagues. But 
they also gave an impetus to progress in 
their time, diverting it here and speeding 
it up there. And if this impetus eventu- 
ally pushed surgery in the direction of its 
present achievements, then these men are 
entitled to fame. 

Unavoidably the judging of past leaders 
by present standards is a subjective mat- 
ter. Historians call it “presentism,” and 
decry it on the ground that it distorts the 
past. For a real understanding of surgery 
of 1300 and 1800, they would say, one 
must recall the bad with the good—the 
surgical villains as well as the surgical 
heroes. True as this may be, it has little 
to do with fame. Every society awards 
fame in accordance with its own sense of 
values; and our society prizes most, in the 
past, that on which we stand in the pres- 
ent. We like those who were the first to be 
like us. 

This attitude involves more than con- 
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temporary egotism and can be justified on 
moral grounds. But before this is at- 
tempted it may be admitted that there 
are other and less defensible subjective 
elements in the awarding of fame. Should 
we, for example, permit personal factors 
to enter into the fame of a surgeon or 
other scientist? If certain qualities—mod- 
esty, courage, perseverance, or some other 
personal quality—clearly contributed to 
his achievement, it is tempting to weigh 
them in our judgements. But, after all, 
it is the achievement—whatever its origin 
—that is the real basis of recognition. If 
the surgeon who makes a notable contri- 
bution happens to be a scurrilous fellow, 
we still view him as an outstanding leader. 
He may be inferior in moral qualities to 
an obscure but conscientious general prac- 
titioner; and to the angels in heaven 
above, perhaps it is the latter who is the 
truly “great man.” But this is a different 
thing from being a famous surgeon. 

Human psychology being what it is, 
there is also a tendency to bestow fame 
on those who are said to have been “first” 
in some important respect. Paré, for ex- 
ample, is acclaimed because he first em- 
ployed ligatures; McDowell, because he 
performed the first ovariotomy, and Mor- 
ton, because he first used an anesthetic. 
We are all the more apt to follow this 
tendency if the “first”? achievement was 
startling or dramatic, as was Morton’s 
demonstration at the Massachusetts Gen- 
eral Hospital. Surgery, in particular, lends 
itself to this kind of fame, because it is 
inherently more dramatic than is internal 
medicine. 

Yet “firsts” of this sort are dubious cri- 
teria. For one thing, the claims are often 
unfounded. Actually, Paré was not the 
first to use ligatures; Morton was not the 
first to use ether as an anesthetic, nor was 
Lister the first to use antiseptic sprays. 
Usually, in such cases, it is easy to show 
that others—known or unknown—antici- 
pated the celebrities. But even if the 
“first” is genuine, does it have much scien- 
tific meaning if it was an isolated event 
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that led to no progress? Is its significance 
not purely antiquarian? 

Consider once more the much debated 
case of Crawford Long. It is dramatic and 
makes a strong human appeal, since this 
Georgia physician displayed both origi- 
nality and courage. And, so far as is now 
known, he actually was the first to use 
ether as a surgical anesthetic. But, since 
he failed to announce this, the history of 
anesthetics would have been just the same 
if Long had never employed one. 

Note also the precarious nature of fame 


‘based only on the claim to a “first.” We 


have only to find some hitherto unknown 
doctor who used ether a year before Long 
did, and the latter’s fame would—logical- 
ly—have to be repudiated. Compare this 
with the case. of Morton. No matter how 
many anticipators the latter had, his 
achievement cannot be altered. It was he 
who succeeded in introducing anesthesia 
into general practice. Long helped a few 
local patients; Morton benefited all man- 
kind. I would therefore say that the latter 
had the greater claim to fame. 

It may be objected that I am here set- 
ting up a criterion by which men ought 
to be judged, rather than one by which 
they actually are measured. Some medical 
men certainly have become famous be- 
cause of “firsts,” while others have 
achieved renown because of striking epi- 
sodes. This last was true of some surgeons 
of about 1900, who put on dramatic shows 
—doing appendectomies, for example, on 
an assembly line basis, each in ten minutes 
flat. These demonstrations probably did 
little to improve surgery at large, however 
much they served the reputation of the 
operating surgeons. Perhaps we can re- 
solve the confusion here by making a 
distinction between fame and greatness. 
I would reserve the title of “great sur- 
geon” for the man who molded the future, 
who really introduced new ideas or meth- 
ods that met the test of time. 

In terms of this definition, there may 
be some famous surgeons who were not 
truly great. And, conversely, some great 
surgeons were never famous —in some 
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cases were hardly even remembered. One 
more illustration in the latter connection. 
For many centuries physicians thought 
in terms of theoretical pathology of body 
fluids. Most forms of illness were ascribed 
to an imbalance of, or impurities in, the 
blood and other so-called humors. This 
view long inhibited surgery, since one 
could hardly operate on the blood or bile. 
Even after anatomists called attention to 
localized lesions and envisaged structural 
pathology, most physicians held conserva- 
tively to the old outlook. Then, rather 
suddenly, the Paris school of 1800 estab- 
lished the localized, structural pathology. 
This view dominated medical thought for 
the next century and proved most fruitful. 
What brought about this basic shift in 
the whole concept of disease processes? 
My colleague Temkin has pointed out 
that Parisian surgeons of about 1800 
are to be credited, in large degree, for 
finally convincing clinicians of the signifi- 
cance of pathologic anatomy. Surgeons, 
dealing with such obvious injuries as were 
involved in fractures, superficial growths 
and skin diseases, had always thought in 
terms of structural conditions. They had 
only to project their view inward toward 
the hidden lesions of many disease proc- 
esses in order to envisage localized path- 
ology as a whole. There is contemporary 
testimony, by Parisian internists, that it 
was their surgical colleagues who con- 
vinced them of the validity of this outlook. 
It was on the basis of pathologic anato- 
my that most subsequent advances in nine- 
teenth century medicine, from surgery to 
bacteriology, were established. These Pa- 
risian surgeons, then, played an important 
role in molding modern medicine, and on 
that ground I would view them as great 
figures in the history of both surgery and 
medicine. But observe that they did 
nothing dramatic: they are credited with 
no “firsts.” 
Implicit in all this is the assumption 


JOURNAL OF THE INTERNATIONAL COLLEGE OF SURGEONS 


OCTOBER, 1953 


that real progress has been made in medi- 
cine and surgery over the past three cen- 
turies, and that this progress has been 
accelerated during the past hundred years. 
In recent decades this concept of progress 
has been sharply questioned with regard 
to civilization as a whole. Technical ad- 
vances are admitted, but it is held that, in 
an age of world wars and atomic bombs, 
mankind is slipping backward. There is 
moral retrogression. Now one may agree 
that progress in general should be meas- 
ured by moral as well as by scientific cri- 
teria. But whatever is true of civilization 
at large, medicine and surgery—on the 
whole—meet both these tests. For medi- 
cine and surgery have not only improved 
technically : they have also achieved much, 
during the last century, for health and all 
its associated human values. 

Medical progress, then, is real, and 
there is moral justification for ascribing 
greatness in medicine to those leaders 
who contributed to that progress. This 
means, as has been pointed out, that the 
great surgeons were not necessarily those 
associated with picturesque episodes or 
“firsts,” but were rather those who intro- 
duced fruitful improvements into general 
practice. They may or may not have be- 
come famous; that is, they may or may 
not have received their just due. 

In surgery, it is true, such men were 
likely to be recognized because of the 
practical nature of the field. What the 
great surgeon did was likely, with no par- 
ticular effort on his part, to be striking 
or even dramatic. But it were well not to 
leave recognition entirely to chance. Hence 
there is real value in such an institution 
as a “Hall of Fame” if it is intelligently 
conceived. In the future we should see to 
it that the truly great receive their just 
due, to the end that we may honor sur- 
geons who are both great and famous. 

RICHARD H. SHRYOCK, Ph.D. 
Baltimore, Maryland 
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New Books 


Blockade und Chirurgie des Sympathicus 
(Block and Surgery of the Sympathetic Nerv- 
ous System). By Felix Mandl. Vienna: 
Springer-Verlag, 1953. Pp. 388. 

In this outstanding monographic volume 
the renowed Viennese author lays down the 
rich treasure of thirty years of pioneer work 
in surgical treatment of the sympathetic 
nervous system and combines his vast clinical 
experience with a thorough study of the 
literature, with special regard to the im- 
portant American contributions in this field. 

In spite of his enthusiasm for the methods 
as such and his endeavor to popularize them 
and to emphasize their great therapeutic 
potentialities, his evaluation of the results 
is critical, conservative and cautious. For 
instance, in the discussion of the indications 
for stellate block in apoplexy, or those for 
spinal anesthesia in tabetic crisis, he points 
more to the observable reactions than to the 
still questionable prognosis. For gastric 
ulcers he advocates vagotomy rather than 
operation on the sympathetic nerves. In 
treatment of angina pectoris he prefers in- 
filtration with procaine and phenol to injec- 
tion of alcohol, and finds this method satis- 
factory enough to obviate, as a rule, the need 
of more extensive surgical intervention. The 
chapter on essential hypertension contains 
especially interesting material. In the dis- 
cussion of the various disturbances at the 
extremities, such as vascular sclerosis, 
thrombophlebitis, Raynaud’s and Buerger’s 
diseases, phantom pain and causalgia, sym- 
pathectomy, though by no means always suc- 
cessful, is considered the method of choice. 

The introductory chapters on the anatomic 
and physiologic aspects of the autonomic 
nervous system and its relation to the prob- 
lem of pain excel in clarity and exactitude. 
The final chapters, dealing with the technics 
of the different procedures, are instructive, 
detailed and beautifully illustrated. 

ERNST HAASE, M.D. 


Libro Homenaje al Prof. M. Martin Lagos, 
con Motivo de sus Bodas de Plata con la 
Catedra. Madrid: Editorial Paz Montalvo, 


1952. (Cirugia, Ginecologia y Urologia, Vol. 
4, July-Aug., 1952) Pp. 186. Illustrated. 

This is an arresting volume, a festschrift 
honoring Dr. Francisco Martin Lagos on his 
silver anniversary as a professor of sur- 
gery. It was at historic Cadiz in 1927 that 
our friend and colleague was first elevated 
to this high rank, to be followed by chairs 
at Valencia and later at Madrid, the latter 
of which Dr. Martin Lagos holds at present 
with international distinction. 

The present volume is in fact a special 
issue of Cirugia, Ginecologia Urologia, dedi- 
cated to Martin Lagos, and thus adding a 
public accolade to the private homage of the 
contributors. The issue has been separately 
bound, and in this form constitutes a sub- 
stantial contribution to the surgical litera- 
ture as well as an enduring memorial of 
esteem. 

In addition, a striking motif has left its 
stamp on the book, the motif of the future— 
a brave, hopeful future, unfolding inevita- 
bly from the classic past, and the role of 
the surgeon in this drama of science. This 
is the note struck with such eloquence and 
sureness by Dr. Lain Entralgo in his rec- 
ognition of l’esprit chirurgical in the person 
Martin Lagos—the grand impulse to take 
arms against human suffering. And with 
what happiness has Dr. Martin Lagos him- 
self carried out this theme—was it by design 
or instinct?—in his own contribution, a 
pithy review of the past, present and future 
of surgery and the surgeon, with a vision of 
the surgery of the future which will replace 
entire members and vital organs. 

Fitly, then, the individual contributions by 
colleagues and former students of Martin 
Lagos seem to document the surgeon’s vi- 
sion as they report achievements of the 
present day. All are splendid, and space 
alone limits the reviewer to brief notes of 
their contents. 

Gasc6é and Gomar (Valencia) discuss the 
effectiveness of peridurography — injection 
of a contrasting substance into the peridural 
space—for sciatica of vertebral origin. They 
find it useful in determining indications for 
the type of intervention in the absence of 
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objective neurologic constellations, and in 
visualizing tumors and processes that modi- 
fy or block the epidural channel. 


Bonilla (Valencia) contributes an out- 
standing review of the problem of uterine 
malformations, presenting his own series of 
53 cases. Brief but comprehensive, it pro- 
ceeds from embryology through treatment 
(surgical and hormonal), with a presenta- 
tion of the recent literature and an excellent 
bibliography. 

Zarapico Romero and Cano Ivorra (Ma- 
drid) present the work done in the depart- 
ment of Dr. Martin Lagos on arthrosis of the 
hip, in which Plexiglas pins are used to 
restore function. They compare the results 
with the use of a femoral head of acrylic 
plastic as developed by the Judets. 

Carbonell Antoli and Figuera Aymerich 
(Madrid) discuss the problem of operative 
blood loss and shock. With their own method 
of weighing blood-impregnated dressings, 
they plot the results of transfusions in vari- 
ous types of operation. 

Marti (Valencia) discusses the complica- 
tions of prolonged pregnancy, its diagnosis 
and treatment, citing his own series of 334 
cases. 

Benlloch Giner (Valencia) submits a paper 
on diagnosis of renal tuberculosis and its 
treatment, presenting his own list of indi- 
cations. 

Gomez Sanchez (Madrid) submits his re- 
port of a case of cysto-adenoma of the pa- 
rotid gland (cysto-adenoma lymphomatosus 
papillipherus) held to be the first in the 
Spanish literature. It includes an important 
table of previous cases reported. 


Carbonell Antoli and Sebastid Abreu (Ma- 
drid) contribute material on postphlebitic 
sequelae and the method of visualizing the 
extent of thrombosis radiographically (phle- 
bography). 

Ruiz Buitrago and Cano Ivorra (Madrid) 
present their interesting experiment on the 
effects of a wheat germ diet on the tensile 
strength of scar tissue. 


From Valencia, under the names of Bonil- 
la, Galbis, Monmeneu, Salvatierra and Tor- 
res, comes a fine report of investigations on 
the production and elimination of chorionic 
gonadotropin in 10 cases of vesicular (hyda- 
tid) mole. A systematic study of the gonado- 
tropin level in relation to the state of preg- 
nancy, the clinical picture, and the histologic 
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and biochemical character of the mole, it 
refers to biochemical and histologic work of 
recent years and its possible usefulness in 
diagnosis. The histologic and macroscopic 
plates are outstanding. 

Agosti and Agustin present a report of 
their experience with partial block of the 
pressor reflexes in 130 patients. To their 
technic they have given the name “presso- 
paresis” instead of “controlled hyperten- 
sion.” The methods, indications and advan- 
tages, as well as the principal contraindica- 
tions, are included. 

Almenar Benages (Valencia) reports a 
case of meniscal cyst and its treatment by 
meniscectomy. The discussion includes the 
etiopathogenesis and histopathologic struc- 
ture of these lesions, with remarks on treat- 
ment and medicolegal points. 

Carbonell Antoli and Figuera Aymerich 
(Madrid) describe a case of double arterio- 
venous fistula of the axillary vessels, of trau- 
matic origin, presenting the physiopatho- 
logic picture and the surgical treatment, and 
emphasizing the importance of arteriograph- 
ic work. 

Benlloch Navarro (Valencia) add to the 
literature a case of retrovesical hydatid cyst, 
with a set of roentgenograms documenting 
the steps in diagnosis and successful treat- 
ment. 

Espi Guerola (Valencia) reports 3 cases 
of eclampsia of childbirth dramatically re- 
lieved by procaine hydrochloride, magnesium 
sulfate, and nicotinic acid injected intra- 
venously, together with injection of an anti- 
spasmodic intramuscularly. 

Agosti and Pescador present and discuss 
the electrocardiographic data in 2 cases in 
which cardiac conduction appears to have 
been blocked with procaine hydrochloride 
and digitalis. 

Romero Conesa (Valencia) reports a case 
of combined bilateral collapsotherapy in 
which pneumonolysis was followed by a suc- 
cessful thoracoplasty. 

Carbonell Antoli and Estades Ventura 
(Madrid) describe 2 cases of paravertebral 
tumor of nervous origin, diagnosed as sym- 
pathocytoma and neuroma, and review the 
literature on these neoplasms. 

Excellent histologic, macroscopic, roent- 
genographic and clinical illustrations ac- 
company many of these offerings, in addition 
to those specially noted above. 

M. T. 


VOL. XX, NO. 4 


The Autonomic Nervous System. By Albert 
Kuntz. Philadelphia: Lea & Febiger, Pp. 605, 
with 94 illustrations. 


This classic text, ever since its initial 
publication, has been a prominent reference 
work on the autonomic nervous system. In 
this, the fourth edition, the entire text has 
been revised and in part rewritten. Many 
new anatomic, physiologic, experimental and 
clinical data have been included. Although 
the author has in the main limited his bibli- 
ography to recent papers dealing with funda- 
mental or controversial data, it still com- 
prises 48 pages. 

The book is logically organized and takes 
up in order the peripheral and central ana- 
tomic, the physiologic, the pharmacologic, 
the developmental, the pathologic and the 
clinical aspects of the autonomic nervous 
system. Surgeons will be especially inter- 
ested in the section on autonomic neuro- 
surgery. Here Prof. Kuntz briefly and 
concisely applies his detailed anatomic 
knowledge to the technical problems of 
sympathectomy in man. The various pro- 
cedures commonly used are critically ex- 
amined, and in many cases modifications 
are suggested in the light of present ana- 
tomic knowledge. The book will maintain its 
importance to everyone who has either clini- 
cal or investigative interest in the autonomic 
nervous system. 


HAROLD C. Voris, M.D. 


Die Lungenresektionen (Resection of the 
Lung). By A. Lezius. Stuttgart: Georg Thie- 
me, Publishers, 1953. Pp. 243, with 112 
plates. 


This is an excellent monograph on the 
technic of lung resection. The introductory 
history of lung resection, and the presenta- 
tion of the basic anatomic physiologic as- 
pects are clear and concise, although in this 
reviewer’s opinion the Huber-Jackson nomen- 
clature of the bronchopulmonary segments, 
current in this country, is to be preferred. 
The author goes into fine detail in his de- 
scription of various technics of resection and 
care of the bronchial stump. The pictures 
are excellent; however, one is impressed 
with the fact that the author definitely pre- 
fers an anterior thoracotomy almost to the 
exclusion of the posterior and posterolateral 
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approaches, as the illustrations practically 
all demonstrate the anterior approach. 

The book is concise, with the customary 
good paper and print found in most German 
texts. It leaves little to be desired as a text- 
book, as it furnishes an excellent review of 
technic and is in sufficient detail to be of 
much help to the surgeon who operates on 
the chest only occasionally. A good bibli- 
ography would have furnished an interesting 
addition. 

LEONARD KRASNER, M.D. 


Rose and Carless Manual of Surgery. By 
Cecil Wakeley. Baltimore: The Williams and 
Wilkens Company, 1953. 18th ed. Pp. 1,470, 
with more than 1,000 illustrations. 


The eighteenth edition of the Rose and 
Carless Manual of Surgery appears nine 
years after the last edition. It has been 
almost completely rewritten, and the altera- 
tions are readily noticeable. Particular em- 
phasis has correctly been placed on the new 
chapters dealing with water and salt de- 
ficiency in surgery. In this chapter preoper- 
ative and postoperative treatment is admir- 
ably presented. Other new chapters are: 
“Biopsy in Surgery”; “The Pathogenesis of 
Infection”; “Chemotherapy”; “Disorders of 
the Blood”; “Blood Transfusion”; Hemor- 
rhage and Shock”; “The Use of Physical 
Agencies in Surgery”; “Burns and Their 
Treatment,” and “Plastic Surgery.” 

Eighteen contributors have assisted Sir 
Cecil Wakeley in the production of this fine 
edition. The excellent coordination exhibited 
throughout the text reveals masterful dove- 
tailing of material, with minimal repetition. 

On the subject of inguinal hernia, greater 
emphasis might have been placed upon the 
importance of the transversalis fascia. In- 
terference with the sphincter mechanism of 
the internal oblique muscle in the Bassini 
operation should have been stressed. Un- 
fortunately some of the roentgenograms did 
not reproduce well. These minor criticisms, 
however, in no way detract from the worth 
of this well documented text, which can 
again be highly recommended as an out- 
standing textbook. No doubt it will continue 
to enjoy its enviable position in the field of 
surgery for many years to come. 

PHILIP THOREK, M.D. 
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Biologia und Pathologie des Weibes (The 
Biology and Pathology of Women). Edited 
by Ludwig Seitz and Alfred I. Amreich. 
Vienna: Urban & Schwarzenberg, 1952. 2d 
ed., Vol. 2 pp. 943, with 232 illustrations and 
12 color plates. 

The second completed volume of this en- 
cyclopedia of obstetrics and gynecology has 
now been completed. Volume 8 of the first 
edition was reviewed in this Journal in Octo- 
ber 1952. The present book mainly deals with 
gynecologic topics. The first three chapters 
describe the relation of the vitamins to propa- 
gation, the metabolism of women and dis- 
turbances of constitution and growth. These 
pages mostly contain discussions of biochem- 
istry and endocrinology as related to women. 
The different types of dwarfism, as well as 
gigantism, are interestingly dealt with and 
profusely illustrated. In the chapter on geni- 
tal infantilism, ovarian hypoplasia (Turner’s 
syndrome) is hardly mentioned. 

A large part is devoted to the problem of 
the vaginal flora. The different physiologic 
and pathologic abnormalities of the vaginal 
flora are amply and well described. The 
treatment appears somewhat obsolete, espe- 
cially if one reads of ‘“‘vaginal douches with 
lactic acid” or “the treatment of vaginal dis- 
charge by insufflation of glucose or lactose,” 
yet this chapter contains a number of good 
suggestions. The subsequent chapter is an 
introduction to gynecologic diagnosis; it 
appears fairly comprehensive and well illus- 
trated. Another 50 pages are devoted to the 
“Influence of Surroundings” such as the sun, 
the moon and the ozone of the atmosphere, 
but it seems that this would belong more 
properly in a book on the history of gyne- 
cology than in a textbook dealing with 
modern problems in this field. 


The most valuable part of this tome doubt- 
lessly is the chapter on the menstrual cycle 
and its disorders, which takes up about one- 
fourth of the book. It is written by Prof. 
Konrad Tietze, who has composed it in a 
masterly manner. After an introductory de- 
scription of the anatomic and physiologic as- 
pects of menstruation, the author goes into a 
detailed exposé of the cyclic influence upon 
different organs, such as the endometrium 
the fallopian tubes, the cervix and the va- 
gina. He then deals with the different types 
of ovarian insufficiency that manifest them- 
selves clinically, such as polymenorrhea with 
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or without cystic glandular hyperplasia of 
the endometrium, and cyclic, anovulatory 
bleeding. Professor Tietze’s enthusiasm over 
the successful therapy of anovulatory bleed- 
ing is not shared by many American 
authors. He also mentions the. “Kriegs- 
Amenorrhoe” which was first observed dur- 
ing the first World War and which appeared 
again during World War II. Studies from 
“certain camps” brought forth that about 
45 per cent of the inmates had amenorrhea. 
The author recommends treatment with em- 
menagogues, such as strychnine and yohimbin, 
which in our day and age seems a little bit 
antiquated. Low dosage irradiation, as advo- 
cated by Kaplan, is not even mentioned. Yet 
this chapter probably is the most instructive 
one of all. 

It appears to this reviewer as evidence of 
lack of coordination on the part of the 
editors of this monumental work that, after 
this most complete description of menstrual 
disorders, another chapter entitled “Treat- 
ment of Insufficient Ovarian Function” had 
to be added. There is a great deal of repeti- 
tion of facts already previously elaborated, 
and it would have been desirable if Dr. 
K. G. Ober, the author of this additional chap- 
ter, could have incorporated his discussion 
with that of Prof. Tietze. It is suggested 
that in subsequent editions these two chap- 
ters be combined into one, under joint 
authorship. 

Volume 2 is concluded with an excellent 
essay by Dr. Emanuel Klawten of New York 
on “Photodiagnostic of Gynecological Dis- 
eases,” in which he depicts the different 
methods of diagnosis by introducing a source 
of light into the various cavities of the 
pelvis. He describes transillumination of the 
bladder, vagina, and rectum as aids to gyne- 
cologic diagnosis. Furthermore, these pro- 
cedures, kolposcopy, hysteroscopy, and kol- 
poparoscopy (which in this country is known 
as culdoscopy) are fully explained and il- 
lustrated. 

The volume represents the second com- 
pleted portion of a series of ten “handbooks” 
to be published. Those interested in gyne- 
cologic writing and teaching will find in it 
a wealth of material as well as references. 
Unfortunately, no subject index is included, 
which makes its use as a source book some- 
what involved. 

WERNER STEINBERG, M.D. 
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Operative Surgery. By Guy W. Horsley and 
Isaac A. Bigger. St. Louis: The C. V. Mosby 
Company, 1953. 2 volumes. Pp. 1,580, with 
1,274 illustrations. 

It is impossible to write a text on opera- 
tive procedures that will please everyone. 
The vast number of technics described and 
the numerous modifications of each make the 
separation of the wheat from the chaff a 
herculean task. The authors have covered 
the field satisfactorily, however, and have 
presented two well documented volumes. 

The sections dealing with carcinoma of 
the esophagus, gastric surgery and the thy- 
roid gland deserve special praise. In the 
main the illustrations depict the step-by-step 
procedures crisply, and it is evident that the 
artist has been in close contact with the 
contributors and the text. 

The following comments are made not to 
detract from the value of the works, but 
rather to stimulate discussion. That section 
which deals with the technic of split thick- 
ness grafts advocates the use of a rather 
cumbersome type of dermatome. A more 
modern armamentarium has now been placed 
in the hands of surgeons, which does away 
with messy glue adhesives and weighty 
drums. These should have been discussed 
in this current text. 

It is always advisable to have the contribu- 
tor of one chapter conversant with the work 
of contributors of related chapters. This 
avoids confusion and makes for a pithy pre- 
sentation that is helpful to the average 
reader; for example, Figure 318 on page 390 
demonstrates a transverse incision for eso- 


phageal diverticulum which is placed at 


about the level of the cricoid cartilage and 
over the left sternocleidomastoid muscle. It 
is this reviewer’s opinion that, although such 
an incision might give a good cosmetic 
result, it surely would fall far short of pro- 
ducing the exposure such procedures make 
mandatory. This is borne out by the fact 
that in the section dealing with the pharynx 
and the cervical portion of the esophagus 
another contributor, discussing the same 
correlation, advocates an adequate longi- 
tudinal incision as depicted in Figure 426 a. 

Most surgeons in the esophageal field 
would have stressed the far simpler’ pro- 
cedure of a longitudinal incision of the 
muscular coats in the treatment of cardio- 
spasm. The label of stricture in Figure 436 b 
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is confusing as to whether it pertains to an 
organic lesion which is never associated with 
true cardiospasm. 

Other minor criticisms which in no way 
belittle the amount of valuable information 
contained in this work can be listed as 
follows: the importance of the transversalis 
fascia in inguinal herniorrhaphy is not 
stressed; there is no emphasis of duodenal 
mobilization in transduodenal exploration of 
the common bile duct and the ampulla of 
Vater; an unlabeled nerve, apparently ana- 
tomically incorrect, appears in Figure 80 on 
Page 163. 

Adequate reference lists are found at the 
end of each chapter, and the material as 
well as the literature has been admirably 
covered. These volumes can be recommended 
to anyone interested in operative surgery. 

PHILIP THOREK, M.D. 


Man’s Back. By Theodore A. Willis, Spring- 
field, Il]. Charles C Thomas, Publisher, 1953. 
Pp. 170, with 210 illustrations. 


This text is divided into twelve main chap- 
ters, of which the first deals, naturally, with 
the embryology of the structures of the back. 
This is followed by a review in the anatomy 
of the back. These two chapters are volumi- 
nously illustrated with excellent cuts, and 
the author has attempted to dispense with 
verbiage and speak to the point. 

Chapter 3 is on vertebral anomalies and 
defects of development, Chapters 4 and 5, 
the mechanics of the back — methods of 
examining the back and interpretation of 
the symptoms obtained. Chapter 6 goes into 
injuries of the back and discusses trauma 
of the various types of dorsal tissue, includ- 
ing trophic disturbances; Chapter 7 attempts 
to separate diseases of the back from other 
conditions of the same region. Chapter 8 
lists the various tumors that occur in the 
back, and Chapter 9 covers the subject of 
scoliosis only. Chapter 10 touches upon 
psychoneuroses and malingering, with the 
back as the main center of claims. Chapter 
11 discusses physical therapy and other con- 
servative methods of treatment. Chapter 12 
is' devoted to surgical treatment of the back. 

The printing and the clarity of cuts make 
it a pleasure to read this text. 

HORACE E. TURNER, M.D. 
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| X° Congresso | 
Colégio Internacional de Cirurgides 


Aviso Aos Membros do Colégio 


A Comissao organizadora do IX Congresso do C.I.C. a realizar-se em Sao Paulo 
Brasil, em 1954, por meio déste faz saber a todos os interessados que é inteiramente 
incunveniente antecipar a data de 26 de abril-2 de maio, 1954, marcada para a sua 
realizacio, para a de fevereiro ou marco de 1954, conforme solicitagao de varios ele- 


mentos do grupo norte-americano. 
O IX Congresso do C.I.C. esta sendo planejado para ser uma das mais briliantes 


comemoracées culturais do grupo dos festejos do IV Centenario de Sao Paulo, devendo 
atrair 4 capital do Estado de Sao Paulo cerca de 2.500 Congressistas. 

O Governo de Sao Paulo, empenhado em que os festejos do IV Centenario constituam 
oportunidade para que nossos ilustres visitantes fiquem con- 
fortavelmente instalados, e possam ter a mais agradavel per- 
manencia em nossa capital, esta estimulando a construcgaéo de 
3 novos hotéis, que serao inaugurados justamente em abril de 
1954. 

Assim, pois, em fevereiro ou marco, 1954, a situagao para 
hospedagem em Sao Paulo para um grande grupo de Congres- 
sistas, é identica a atual, isto é, dificil e deficiente, 
sendo necessdrio espalhar os Congressistas em mui- 
tos pequenos hotéis, e sendo maior o grupo, alguns 
necessitando instalar-se em hotéis que nao possuem 
condicées minimas de conforto. 

Por outro lado, o Governo de Sao Paulo esta provi- 
denciando para o ano de 1954 grandes empreendi- 
mentos, que tornaraéo o turismo ao nosso Estado 
muito mais agradavel; assim, a segunda pista da 
aoto-estrada Sao Paulo-Santos, que abreviara a 
viagem, tornando o passeio mais seguro e agradavel. 

Assim também, a instalagéo de uma Feira Inter- 
nacional de A mostras, no Parque lbirapuera, que 
permitira aos visitantes apreciar o desenvolvimento 
da industria de todas as partes do mundo. 

Assim também o governo de Sao Paulo esta fa- 
zendo apressar as obras da cidade Universitaria, em 
Butanta, e outras obras grandiosas, nas quais varios 
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grande s saloes de conferencias serao feitos, para permitir lugares 
adequados reunides de grandes Assembléas. 

Finalmente, a Comisséo organizadora do IX Congresso do Colégio 
Internacional de Cirurgides, desejando dar aos visitante uma opor- 
tunidade excepcional para verem floridas numerosas espécies brasi- 
leiras, entrou en entendimentos com sociedades de colecionadores de 
orquideas, como o Circulo Paulista de Orquidofilos, para que eles desde 
ja preparem suas plantas para florirem justamente em Abril, 1954. 

A Comissao organizadora do IX Congresso, lastimando nao poder atender ao pedido 
do simatico grupo de congressistas norte-americanos, pelos motivos acima expostos, 
espera ter o prazer de recebé-los em Séo Paulo, cordialmente, em abril de 1954, dese- 
jando desde j4 que tenham os mesmos no Brasil uma estadia agradavel, ao mesmo 
tempo que realizando um Congresso social e cientifico digno das credenciais do C.I.C. 

Os temas oficiais escolhidos foram os seguintes: 

1) Experiencias com a Socializacéo da Medicina nos diversos paises. 

2) Novas aquisicg6es da Radiologia com contrastes nas varias especialidades cirurgi- 
cas): a) Neuro-Cirurgia b) Sistema cardio-vascular c) Endocrinologia d) Aparelho 
respiratério e) Aparelho Urinario f) Tubo digestivo g) Ortopedia h) Ginecologia. 

3) Experiencia com o uso de antibioticos em todos os ramos da cirurgia: a) Neuro- 
Cirurgia b) Sistema cardio-vascular c) Aparelho respiratério d) Aparelho Urinario 
e) Tubo digestivo f) Ortopedia g) Ginecologia. 

Ulteriormente, depois de esolhidos os relatores para os temas oficiais, e eleitos os 
convidados de honra, novos avisos serao feitos por intermédio do Journal, a todos os 
interessados. 

Todos os que desejarem participar do IX Congresso Internacional em Sao Paulo, em 
abril de 1954, queiram com antecedencia escrever para 0. 


Prof. Dr. Carlos Gama. 
Praca Ramos Azevedo, 209-70, andar 
Sao Paulo, Brasil. 


Organizing Commission 


Fernando Luz Filho 


Carlos Gama 


José Avelino Chaves Benjamin Rocha Sales 
Oscar Cintra Gordinho Elpidio V. Cannabrava 
Eurico Branco Ribeiro Pedro Falcao 

Rodolpho de Freitas Membros Brasileiros do 
A. C. Vicente Azevedo “Board of Trustees” 
Emanual Marques Porto J. M. Cabello Campos 
Lucas M. Machado Tesoureiro do 


José Médicis . Capitulo Brasileiro 
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Abstracts from Current Literature 


The Indications for Conservative Rectal 
Resection. Pack, G. T., Rev. Gastroenterol. 
19:445, 1952. 


Experience and conscience must be the 
surgeon’s guide, rather than sentiment or 
desire to please the patient and do a sphinc- 
ter-preserving operation when it is not to 
the patient’s best interest. Every surgeon 
should approach the patient who has cancer 
of the rectum with the plan of performing 
a classic resection. It is unwise to promise 
in advance that the sphincter can and will 
be conserved. At laparotomy, he should be 
free to do the operation he considers best 
suited to the individual patient. 

In so selecting the operation the author 
considers, first, the condition of the subject; 
second, the location of the cancer within 
the rectum; third, the stage of the disease; 
fourth, the degree of malignancy, and finally, 
the experience of the surgeon in dealing 
with a problem of this character. 

The greatest indication for conservation 
of the rectal sphincter is the presence of 
incurable carcinoma. The surgeon is com- 
mitted to resect the cancer where he finds 
it, if it is technically easy to do, without 
great hazard to the patient, even though a 
cure is not possible. Rectal resection in the 
presence of small hepatic metastases is an 
operation designed for palliation. By pallia- 
tion the author means not simply extension 
of the duration of life but the provision of 
a measure of comfortable living for the 
patient while he survives. It is his conten- 
tion that the patient will live more comforta- 
bly if the primary cancer is removed. 

If the rectal cancer does not encroach upon 
the sphincter and there is adequate space 
above the sphincter to enable one to carry 
out the resection and perform a very low 
anastomosis, or do one of the various pull- 
through operative procedures in which the 
sigmoid portion of the colon can be brought 
down and even intussuscepted through the 
anal canal and attached, here is a good in- 
dication for the sphincter-saving operation. 

If the rectal cancer can be removed and 
the sphincter preserved in these incurable 
patients, a greater measure of palliation will 
be secured; for these patients, who have 


such a definitely abbreviated life expectancy, 
need not spend it in becoming adjusted to a 
colostomy. The author does not subscribe to 
the assertions of pathologists who have 
claimed that 95 or even 98 per cent of rectal 
cancers will seldom infiltrate to a distance 
greater than one to 1% inches (3.7 cm.) 
beyond the palpable margins of the tumor. 

At the time of operation the surgeon has 
no way of knowing whether the veins are 
invaded by the cancer. He must wait the 
pathologist’s report. This information can- 
not influence his choice of operation. In 
the presence of early or operable rectal can- 
cers, surgeons do not find a lymphatic spread 
occurring in a retrograde fashion. Even 
small cancers in the lower third of the 
rectum can skip the intervening lymph nodes 
and pass directly, by way of the lymphatics, 
to a higher level. Therefore, since this distal 
extension can occur, it may modify the sur- 
geon’s point of view concerning the con- 
servative surgical resection of cancers of 
the rectum. 

Some cancers, if they are situated ap- 
proximately 5 inches (12.5 cm.) above the 
anal margin and if there is no gross evid- 
ence of extension to the lymph nodes, still 
may be treated by radical surgical removal 
with preservation of the sphincter. The 
author never does this if the cancer is of a 
high grade of malignancy (Grade III or IV) 
or if the cancer is considered a gelatinous 
carcinoma. Preservation of the rectal sphinc- 
ter is not attempted if the cancer has ob- 
viously perforated through the rectal wall. 
This operation is limited to cancers that are 
easily accessible, polypoid and low in ma- 
lignancy, which are clinically, at least, not 
greatly invasive, and which do not attempt 
to encircle the bowel. In the author’s experi- 
ence, fewer than 10 per cent of the patients 
are acceptable for a sphincter-saving opera- 
tion. He never uses such a procedure for 
an invading carcinoma situated below the 
level of the peritoneal reflection. 


There are two operations that preserve the 
rectal sphincter. The author uses a superior 
segmental resection in which the approach 
is made through the abdomen. One can carry 
out a relatively radical operation from 


a 
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above, with removal of a large segment of 
the colon, resection of the vessels that have 
their source in the neighborhood of the ad- 
jacent and suspected lymph nodes, and radi- 
cal removal of the mesocolon to which it is 
attached. The bowel is transected immedi- 
ately above the anus and is removed com- 
pletely and continuity reestablished by end- 
to-end anastomosis. The other sphincter- 
saving operation he uses consists of manual 
dilation of the anus, after which, with the 
intussusception technic, one can do an anas- 
tomosis externally. Anastomosis is done 
either after the technic used by Swenson, 
Welch and others for megacolon or by total 
extirpation from above, after which, by 
means of forceps inserted through the anus, 
one grasps the proximal severed end of the 
bowel and pulls it through, inverting it with 
the transected anus. This principle is re- 
served for (1) patients with much fat in 
the mesentery or around the bowel, (2) pa- 
tients who have massive tumors, or (3) pa- 
tients who have had involved regional nodes 
that have been resected, with the conse- 
quence that the mass of tissue is too large 
to permit intussusception. In the author’s 
hands it finds its greatest use for incurable 
cancers of the rectum. The operation for 
conservation of the rectal sphincter is at- 
tended by a higher morbidity rate than is 
the straight Miles procedure. Complications 
do occur more frequently. 


The author has treated many aged patients 
who had tiny or small polypoid rectal le- 
sions which were reported showing malig- 
nant lesions by endotherm excision followed 
by gold radon seed implantation. In many 
instances the author has exposed a rectum 
through a posterior approach after excision 
of the coccyx combined with local excision 
of a small malignant tumor through a pos- 
terior superior proctotomy. 

Patients undergoing these conservative re- 
sections with preservation of the rectal 
sphincter should not have local recurrences 
if the cases were properly chosen for this 
procedure rather than the radical abdomino- 
perineal technic. If the metastasis develops 
in the liver, this is a part of the natural 
history of the disease over which the physi- 
cian has no control, since probably the blood 
vessels had already been invaded at the time 
of operation. 


HENRY J. ROSEVEAR, M,D. 
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The Histogenesis of Squamous Cell Meta- 
plasia of the Cervix and Endometrium. 
Fluhmann, C. F. Surg., Gynec. & Obst. 97: 
45, 1953. 


Epidermidization is a basic physiologic 
process by which the cylindric epithelium of 
glands and surfaces of the cervix and endo- 
metrium are converted into stratified squam- 
ous epithelium. 

Epidermidization is fundamentally benign 
and should not be confused with carcinoma 
in situ or with anaplastic changes involving 
the basal cells of squamous epithelium. 

The exact course for this change is not 
known, but experimental studies, as well as 
observations during pregnancy, indicated 
that epidermidization in the uterus is influ- 
enced by hormonal substances. 

EDMUND LIssACcK, M.D. 


The Human Ovary in Pregnancy. Wilson. 
W. W., and Greene, R. R., Surg., Gynec. & 
Obst. 97:1, 1953. 


It was apparent from this study that the 
formation of decidual cells similar to those 
observed within the endometrial stroma oc- 
curs in the great majority of ovaries during 
pregnancy. “Fibroblasts” of the loose con- 
nective tissue immediately beneath the ger- 
minal epithelium are undoubtedly the pre- 
cursors of these ectopic decidual cells. That 
this formation represents a response to a 
hormone produced by the chorionic elements 
of the placenta seems to be established. This 
reaction was readily noticeable at term; 
actually it has been observed more fre- 
quently at this time. 

EDMUND LissaAck, M.D. 


Stellate Infiltration in the Treatment of 
Volkmann’s Disease (Infiltracion Estelar en 
el Treatamiento de la Enfermedad de Wolk- 
mann). Bitar, A., Presse Med. 61:189, 1953. 


Volkmann’s contracture is considered as- 
sociated with the sympathetic system. Ac- 
cord to Leriche’s theory, the original lesion 
is caused by contusion of the artery which 
results in an ischemia. This induces a vaso- 
motor reaction of sympathetics origin and 
the formation of an infarct. Infiltration of 
the stellate ganglion accompanied by ortho- 
pedic measures to control the contracture 
gave remarkably favorable end results. 
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Rapid Frozen Sections: Techniques Of 
Their Preparation and Staining. Dockerty 
M. B., Surg., Gynec. & Obst. 97:113, 1953. 


The author calls attention to the value of 
suitable frozen sections and gives detailed 
instructions for obtaining good results. The 
objectives of his method are rapidity; uni- 
formness and thinness of sections; universal 
applications to sectioning of practically all 
solid and semisolid tissues of the body (but 
not bone or teeth); elimination of all pre- 
liminary treatment of tissue, such as fixa- 
tion in solution of formaldehyde, boiling, 
drying, etc. The method is not claimed as 
original or superior, but it has been used at 
the Mayo Clinic for many years. 

E. Boyer, M.D. 


The Physiological Effects of Operations 
for Duodenal Ulcer. Smithwick, R. H., Rhode 
Island M. J. 36:77, 1953. 


“The physiologic basis for operations for 
duodenal ulcer is to reduce the digestive 
power of the gastric juice to a point where 
peptic ulcer can no longer occur.” 

The author and his associates have come 
to the conclusion that it is not essential that 
an operation result in histamine achlorhy- 
dria, since jejunal ulcers will heal promptly 
after secondary procedures that do not pro- 
duce achlorhydria in response to this stimu- 
lus. The patient should have achlorhydria 
under fasting conditions and in response to 
a potent food stimulus, and to vagal stimu- 
lation as well. In these experiments, pepto- 
nized beef broth appeared to be a better 
measure of the chemical phase of gastric 
secretion than did histamine. 

According to the studies presented, it is 
necessary to do more than reduce to within 
the normal limits the quantity of hydro- 
chloric acid produced per unit of time if one 
wishes to obtain adequate protection against 
recurrent ulceration. 

In these studies the gastric contents were 
gathered through a Levine tube, which was 
placed fluoroscopically in the midpoint of the 
gastric remnant. A basal test was made of 
the gastric juice collected by one hour of con- 
tinuous suction. Eighty cc. of peptonized 
beef broth was introduced into the stomach 
and aspirated at the end of twenty minutes. 
The gastric contents were again aspirated 
for one hour. This is referred to as the broth 
test. This was followed by the insulin test, 
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in which 15 units of regular insulin were 
injected intravenously and followed by de- 
terminations of the blood sugar level at half- 
hour intervals for two hours. Gastric juice 
is aspirated by continuous suction until two 
one-hour samples are obtained. The free 
acid values were all obtained by electro- 
metric titration to a pH of 3.5. 

Seventeen patients were studied in whom 
gastrojejunal ulcers had developed after 
various operations. In every instance free 
hydrochloric acid was present under one or 
all of the conditions of study. There is some 
variation in the sensitivity to peptic ulcera- 
tion, and this must be related to the varia- 
tions in the mucosal resistance factor. 


The early physiologic effects of various 
operations for duodenal ulcer have been de- 
termined according to the method of study 
which has been described. In 12 cases a 
transabdominal vagotomy was combined 
with a posterior gastroenterostomy. Nine of 
the patients, or 75 per cent, still had free 
hydrochloric acid under one or more condi- 
tions of study. In 6 cases the distal third 
of the stomach was removed in conjunction 
with resection of the vagus nerves. One 
half of the 6 patients had free hydrochloric 
acid. 

On the next group of patients subtotal 
gastrectomies were performed, two-thirds to 
four-fifths of the distal portion of the stom- 
ach being removed. Free hydrochloric acid 
was absent in 64 per cent of the patients in 
this group. Subtotal gastrectomy has been 
utilized for many years and is regarded by 
many as the most effective procedure yet 
devised. To supplant subtotal gastrectomy, 
an operation must be proved superior to it 
on the basis of an adequate follow-up of an 
appropriate number of cases, on both physio- 
logic and clinical grounds. 


The next group consisted of 8 patients in 
in whom gastrojejunal ulcers developed 
after subtotal gastrectomy and who were 
subsequently vagotomized. After the com- 
bined maneuver, 6, or 75 per cent of the 
patients were achlorhydric under all condi- 
tions of study. In the 2 cases in which free 
hydrochloric acid was still present, it was 
concluded that the vagotomies were not com- 
plete. 

In the last group (40 patients) the distal 
half of the stomach was removed, this pro- 
cedure being combined with resection of the 
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vagus nerve. Ninety-three per cent of the 
40 patients had achlorhydria under all con- 
ditions of study. In the 3 who still had free 
hydrochloric acid in the gastric contents 
under one or more conditions of study, the 
vagotomies were incomplete. These data sug- 
gest that, if the distal half of the stomach 
is removed in combination with vagotomy, 
the physiologic effects closely approximate 
those following more radical gastric resec- 
tions combined with vagotomy. 

The clinical side must also be taken into 
consideration. There is a definite impression 
that a close relation exists between the size 
of the gastric remnant and the severity of 
the residual side effects. The clinical re- 
sults of radical subtotal gastrectomy, alone 
or combined with vagotomy, are not as good 
as those following gastroenterostomy or 
hemigastrectomy combined with vagotomy. 


HENRY J. ROSEVEAR, M.D. 


Factors Influencing the Rate of Healing 
of Gastric Ulcers; Admission to Hospital, 
Phenobarbitone, and Ascorbic Acid. Doll, R., 
and Pygott, F., Lancet 1:171, 1952. 


This article covers 64 patients with un- 
complicated and roentgenographically 
proved gastric ulcers. All were hospitalized 
for a short period to establish the diagnosis, 
then divided into Series A and Series B— 
respectively those who were to be treated as 
hospital patients and those to be followed 
through to the outpatient department. All 
patients that came to operation were ex- 
cluded. 

The patients were further divided into 
subgroups, treated according to prearranged 
routines but not individualized. There were 
four such subdivisions, all equal in size and 
treament, whether in the hospital or the out- 
patient department. 

The patients in Series A, the hospitalized 
group, were kept in the hospital four weeks, 
the diet being that prescribed by Avery 
Jones (1949). As has been stated, Series B 
received the same diet, so far as it is pos- 
sible to control diet in the outpatient de- 
partment. The drug regimens were _§identi- 
cal: 

a. Ascorbic acid, 50 mg., and phenobarbi- 

tone, % gr., three times daily. 
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. Ascorbic acid, 50 mg., and an inert 
tablet, three times daily. 

c. An inert tablet and 1% gr. phenobarbi- 
tone three times daily. 

d. Two inert tablets three times daily. 


The drugs were given continuously for 
three months. Alkaline powders were given 
at the patients’ discretion to both groups for 
the relief of pain only (a possible variable). 

The size of the ulcer and the extent of its 
healing, measured initially at four, eight and 
twelve weeks, was recorded. In any group- 
ing of this type, with patients chosen at 
random, there is some variation in age, sex, 
ulcer location and duration of symptoms; 
these are unknown factors and might in- 
fluence healing. 

With use of the method of rank correla- 
tion (Kendall 1948), which minimizes the 
differences resulting from random allocation 
of patients to series and subgroups, certain 
factors are apparent. The first is that evid- 
ence of healing is greater in Series A, and 
a suggestion of same for relief of their symp- 
toms. Statistically, there was little differ- 
ence in the effect of the various drugs. One 
factor was fairly consistent: If the ulcer had 
healed to one third of its original size in 
one month, it was far more likely to be totally 
healed at the end of the study, i. e., after 
three months. 

The conclusion was that in-patient treat- 
ment led to a significantly quicker rate of 
healing as judged by the size of the ulcer, 
as measured roentgenographically; further, 
that there seemed to be more effective relief 
of symptoms. It is not known whether the 


- therapeutic factor was rest in bed or a more 


closely supervised diet. 

Nine charts depicting the two series illus- 
trate the author’s evaluation of the various 
factors and their influence on the healing 
of gastric ulcers. 

In the United States it would seem few 
clinics would feel justified in following gas- 
tric ulcers for three months without healing, 
the incidence of gastric carcinoma being as 
high as it is in this country. Many, if not 
most, clinics here proceed on the theory that 
a gastric ulcer that has not healed in four 
weeks must be presumed to be a carcinoma. 
Gastric resection, therefore, is the rule, rath- 
er than the exception. 

W. A. CHIPMAN, M.D. 
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